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ABSTRACT 
 
Addiction or Disorder? Using the BIAS Map Model to Explain the Stigmatizing Effects of News 
Media Labels for Opioid Use disorder 
 
 
Kylie J. Wilson 
 
The stigma surrounding opioid use disorder is often reinforced by the language that the general 
public and institutions use to talk about people with the disorder. This is consistent with labeling 
theory, which contends that labels are vehicles for social categorization and stereotypes (e.g., 
Link & Phelan, 1999). Studies have found that labels such as “addict” trigger a negative implicit 
bias, compared to labels such as “opioid use disorder” (e.g., Ashford, Brown, Ashford, & Curtis, 
2019; Corrigan, Kuwabara, & O’Shaughnessy, 2009; Goodyear, Haass-Koffler, & Chavanne, 
2018) but the ingroup based cognitive and emotional process through which these affect public 
stigma has not been explored in detail. This dissertation employs the Stereotype Content Model 
(SCM) and the Behaviors from Intergroup Affect Stereotypes (BIAS) Map to explain how two 
different labels for opioid use disorder used in a news article can differentially impact people’s 
stereotypes (warmth and competence), emotions, and behavioral tendencies toward people with 
opioid use disorder. For this study, an online experiment was used to compare MTurk users’  
(N = 348) perceptions of opioid users, after reading either a news article about a proposed 
community treatment center for “people who are addicted to opioids” or “people with opioid use 
disorder.” Contrary to predictions, the label “addict” elicited slightly less contempt compared to 
“disorder.” This was the only difference between the two experimental conditions. Notably, 
however, compared to a comparison condition, the “addict” label also increased perceptions of 
competence, decreased feelings of contempt, and increased a desire to engage in passive 
facilitation. These results may be attributable to the use of person-first language (PFL) in the 
experimental articles. When using PFL, the focus is shifted from the disorder or diagnosis, and 
brings attention back to the person instead (Collier, 2012; CSAT, 2004). Describing “addicts” as 
people with addictions may have emphasized their individuality. This underscores the need for 
journalists to use PFL when reporting on the opioid crisis. However, notably, the same positive 
effects of PFL did not occur when PFL was paired with the label “disorder,” suggesting that the 
public may have a more difficult time distancing themselves from the negative associations they 
have with “disorders.” Although the labels in this study did not have the predicted effects, many 
of the variable relationships in this research are consistent with predictions of the BIAS Map 
(Cuddy, et al., 2007). For example, warmth was negatively correlated with contempt and 
positively correlated with pity, and pity was correlated with active facilitation. A notable 
deviation was that felt warmth for people with OUD was also associated with greater support for 
policies that could help and harm them. This suggests that respondents probably regarded the 
penalization policies as a “tough love” strategy, possibly reflecting a misguided desire to help 
people with OUD.    
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CHAPTER I 
Introduction 
The stigma attached to people who have an opioid use disorder (OUD), a disease 
characterized by a person’s inability to control their use of opioids, is devastating because it 
leads to discriminatory behaviors, such as lack of employment opportunities, abuse, or 
imprisonment toward these individuals (Corrigan & Watson, 2002). The reasons that conditions 
like addiction are stigmatized are varied and complex, but labeling theory argues that the terms 
people use to describe stigmatized conditions perpetuates the stereotypes, prejudice and 
discrimination associated with them (e.g., Link, 1987). Research indicates, for instance, that 
labels such as opioid “abuser” or opioid “addict” can prime negative responses toward people to 
whom these labels are attached (Ashford et al., 2018; Corrigan, Kuwabara, & O’Shaughnessy, 
2009; Goodyear, Haass-Koffler, & Chavanne, 2018; Kelly, Dow, & Westerhoff, 2010; Kelly & 
Westerhoff, 2010). There is, however, evidence that “opioid use disorder” may be a less 
stigmatizing label (Kelly, 2017; Kelly, et al., 2010; Kelly & Westerhoff, 2010). Nonetheless, 
prominent treatment programs such as Alcoholics Anonymous and Narcotics Anonymous 
continue to use terms such as “addict” and “abuser” because individuals using these treatment 
programs self-categorize as “addicts” or “abusers.” Stellin (2018) argues that this is because the 
mental health and medical diagnosis aspect of opioid use disorder is unclear to the average 
person, but the general public is familiar with terms like “opioid addict.”  
Similarly, although research on how the media refers to people with OUD is sparse, there 
is reason to suspect that journalists may also rely on stigmatizing terminology in the interest of 
making a potentially complex condition seem simpler to the public. As one health journalist 
stated in an interview about their reporting practices, “we have to serve our readers first and we 
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can’t use terms that don’t have meaning for them or aren’t clear” (Stellin, 2018, p. 40). Because 
journalists’ duty is to provide information to consumers in a simple manner that is easily 
understood, they may excuse their use of the term “addict” in the interest of using labels that they 
believe are more familiar to the public. But the very reason that the label “addict” may be easier 
for the public to digest is exactly why it can be so stigmatizing. From a social identity 
perspective (Tajfel & Turner, 1986), labels like “addict” make it easier for people to lump people 
with OUD into a single, unsavory social category.  By using the term “addict,” journalists are 
encouraging the public to use this group categorization, thereby inadvertently perpetuating the 
stigma attached to the group.  
 Ultimately, however, the implications of journalists’ label choices on public perceptions 
of people with OUD and public willingness to help (or harm) people with OUD are not well 
understood. The current study is aimed at investigating the influence of news labels for people 
with OUD on public perceptions of, and behavioral intentions toward people with OUD. In an 
online experiment, participants will be asked to read a short news article about either “opioid 
addicts” or people with “opioid use disorder.” This study will use the behaviors from intergroup 
stereotypes and affect map (BIAS Map; Cuddy, Fiske, & Glick, 2007) as a theoretical framework 
for understanding how these different labels can influence people’s behavior towards this group. 
Specifically, this research will examine stereotypes and emotions toward people labeled as 
having an “opioid addiction” or an “opioid use disorder” as mediators of the effect of these labels 
on behavior. The use of opioid addiction and opioid use disorder does not make these terms 
unparalleled but can show which term the media uses can lead to more problematic effects for 
the categorized group. The findings of this research will extend existing research on the effects 
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of labels for OUD by explaining some of the mechanisms behind why some labels are more or 
less stigmatizing.  
The Stigma of Opioid use disorder 
In his seminal work on the subject, Goffman (1963) defined stigma as some “attribute 
that is deeply discrediting,” a characteristic that reduces the stigmatized individual “from a whole 
and usual person to a tainted, discounted one” (p. 3). Public or social stigma occurs when the 
population stigmatizes a social group of people, preventing them from obtaining full social 
acceptance. But individuals can also self-stigmatize when they believe and internalize the 
negative attitudes that others hold about their group (Corrigan & Watson, 2002). The 
stigmatization process typically involves applying stereotypes to a group, feeling prejudice 
toward them, and discriminating against them (Corrigan & Watson, 2002). Stigma defines 
attitudes toward outgroup members through stereotypes, prejudice, and discrimination. 
Stereotypes are social beliefs (typically negative) that people hold about particular groups. 
Prejudice is the cognitive emotional reactions that people have in response to the group, often 
linked to the stereotype. Finally, discrimination is a negative behavioral response, usually in the 
form of avoidance or harmful treatment of members of the stigmatized group (Corrigan & 
Watson, 2002). Feldman and Crandall (2007) state that the more the public believes the 
stereotype about the stigmatized group (e.g., people with addiction are criminals), the more 
prevalent their prejudice and discrimination against that group.  
 A number of studies have investigated the specific stereotypes surrounding OUD. For 
instance, research has shown that individuals with a OUD tend to be perceived as dangerous, 
criminal, erratic and unpredictable (Corrigan, Green, Lundin, Kubiak, & Penn, 2001; Crandall & 
Reser, 2005; Mushtaq, Mendes, Nikalaou, & Luty, 2015; Yang, Wong, Grivel, & Hasin, 2017). 
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Because substance use is perceived to be within the control of the user, people with OUD are 
also often stereotyped as poor decision makers (Pescosolido, Monahan, Link, Stueve, & 
Kikuzawa, 1999; Yang et al., 2017). The substance that tends to be the most negatively 
perceived is heroin, stemming from the stereotype that injection drug users are dangerous 
(Mushtaq, et al., 2015; Yang, et al., 2017).  
 In a systematic exploration of the stereotypes, prejudices, and discrimination associated 
specifically with drug use, Nieweglowski et al. (2017) conducted community-based participatory 
research with a focus group consisting current and former drug users, family members, and 
members of the medical community. Consistent with other research on OUD they found that 
much like other mental illnesses (e.g., schizophrenia, personality disorders, bipolar disorder), 
people tended to characterize people with OUD as being dangerous, weak, rash, uneducated, 
selfish, promiscuous, sneaky, blame-worthy, and self-destructive (du Pre, 2014; Harvard Health, 
2011; Volavka, 2013). In terms of prejudice, participants expressed feelings of fear, anger, and 
disgust toward people with OUD, as well as more subtle feelings of indifference, sadness, and 
pity. Dehumanization, social rejection and avoidance, denial of life opportunities and support, 
and acts of suspicion emerged as forms of discrimination against people with OUD. Following 
up on this study, Nieweglowski et al. (2019) conducted exploratory factor analyses on items 
designed to operationalized stereotypes, prejudice and discrimination toward OUD. Notably, 
they asked participants in this study to assess the truth of how much the public stereotypes, 
prejudices, or discriminates against “people who are addicted to opioids” (i.e., people who abuse 
opioids rather than “people with opioid use disorder.” Their results revealed a four-factor 
solution for stereotypes of people with OUD. The four themes that emerged were the stereotype 
of them being reckless, unreliable, inadequate, and threatening. Anger, pity, and dread emerged 
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as prejudice factors, and invalidation (e.g., avoidance and suspicion) and restriction (e.g., 
denying services and dehumanizing) emerged as two factors of discrimination. Additional 
analyses showed that women were more likely to endorse restrictive forms of discrimination 
against people with OUD than males.  
 The stigma associated with OUD is problematic because it can be socially isolating and is 
non-conductive to recovery. Self-stigmatization can also damage people with OUD 
psychologically and hurt their chances for recovery (Foster, 2017). As stated by the Department 
of Health (2009), stigmatization for addiction leads to isolation and avoidance behaviors from 
other people and activities. When people with OUD internalize the stigma, they may be more 
hesitant to disclose information about their disorder and seek treatment (Foster, 2017). 
Additionally, people with OUD who self-stigmatize exhibit decreased levels of self-efficacy and 
self-esteem which can negatively impact their willingness to solicit help and recover (Kushner & 
Sher, 1991; Corrigan & Watson, 2002; Wright, Gronfein, & Owens, 2000). According to 
Matthews, Dwyer, and Snoek (2017), individuals with OUD who self-stigmatize are at an 
increased risk for of looping, the cyclical process of repeatedly attempting to be sober, followed 
by relapsing. 
Labeling  
 Labeling Theory. The stigma surrounding OUD is often reinforced by the language that 
the public and institutions use to talk about OUD. Olsen and Sharfstein (2014) point out that  
recovering patients are often labeled “clean,” which implies that they were somehow dirty 
before. These scholars also note that while the label “junkie” is often used to describe people 
with SUD, there are usually no such derogatory terms to describe other types of medical 
conditions like suffering from thrombosis. Furthermore, as Tempalski, Friedman, Keem, Cooper, 
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and Friedman (2007) contend, political efforts to frame drug crises as a “war on drugs,” and law 
enforcement efforts that equate people with OUD and criminals has contributed to the broad 
socio-cultural stigmatization of people with OUD. Even the “Just Say No” slogan popularized by 
Nancy Reagan’s campaign against drug use in the 1980’s affirms the stereotype that people with 
OUD are personally to blame for their condition (e.g., they cannot say “no”).   
For over half a century, scholars have recognized that the terms people use to label social 
groups has a direct impact on how the groups are stigmatized. Theories and perspectives on how 
the labels, or terms used to describe different groups can influence stigma is collectively referred 
to as labeling theory (Link, 1987; Link, Cullen, Struening, Shrout, & Dohrenwent, 1989; Link & 
Phelan, 2001; Scheff, 1966). Generally speaking, labeling theory concerns itself with how labels 
act as a glue that connects a group of people to negative stereotypes, prejudice, and 
discrimination. According to labeling theory, labels fundamentally reduce the essence of a who a 
person is by emphasizing just a few characteristics or traits rather than information about a whole 
person (Scheff, 1966). The reason that labels function this way is because they capitalize on 
people’s tendencies to categorize themselves and others. Categorization is “the process of 
understanding what some thing is by knowing what other things it is equivalent to and what other 
things it is different from” (McGarty, 1999, p. 1). Tajfel and Turner (1986) examined how 
categorization is used to understand people, social constructs, and how groups fit within the 
social environment. They explain that awareness of categorizations different than ones’ own 
categorizations (e.g., in-group versus out-group) is enough to engage in discriminatory 
processes. In an randomized experiment, participants were anonymous, except for their group 
membership (e.g., Group X or Group Y) and membership number (e.g., X 31). Participants were 
asked to anonymously and individually award money to other participants in both groups. There 
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was not an instance of social interaction between members of either group. However, because 
participants knew their group membership, the categorization lead to in-group favoritism and 
discrimination toward the out-group (Tafjel & Turner, 1986). According to Tafjel and Turner 
(1986), it does not matter if people see themselves as similar or different from others, but that 
social categorization and labelling packages individuals into groups that are discrete (e.g., group 
member or not) and acting discriminatory toward stereotyped groups seems “appropriate” based 
on social structures.  Oakes (2003) argues that labels are an important facilitator of the 
categorization process. These labels not only lead to self-identification with the label, but also 
perceptions from the public of identification with the label. The public can be lead to perceptions 
that do not match actuality, rather an inaccurate interpretation of social groups and the social 
environment. However, some perceptions do reflect pieces of reality and identities, most labels 
categorize people based on stereotypes that are not entirely true. This is problematic because it 
leads to stigmatization of self-categorization (Tajfel, 1978), leading people within the 
categorized group to align with the inaccurate social environment. Labels are often attached to 
all social groups, not just social groups who are considered socially deviant in some way and 
emphasize at least one characteristic of the social group (Jones, Farina, Hastorf, Markus, Miller, 
& Scott, 1984; Link & Phelan, 1999).  
 Labeling theory has often been applied to understand how labels affect the stigma of 
mental illness. For instance, Scheff’s labeling model (1966, 1984), argued that because people 
are socialized to adopt societally proscribed attitudes towards “the other” such as people with 
mental illness, labeling someone as a “mentally ill person,” constrains people’s behaviors toward 
the person, cueing everyone to treat the person the same. Scheff argued that this uniform 
treatment from society causes the stigmatized individual to think of this label as part of their 
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identity and therefore continue to be mentally ill as a consequence. Link and Phalen (1989) later 
proposed the modified labeling approach, which did not carryover Scheff’s contention that labels 
have the power to determine whether someone is mentally ill. Instead, the modified labeling 
approach views labeling as a factor that put peoples at risk for the continuation or recurrence of 
undesirable conditions that arose for other reasons. The modified labeling approach also puts 
greater emphasis on how labeled individuals will believe others will respond to the label. Link 
and Phalen (2001) underscore that the mere anticipation of negative public response to a label 
can cause labeled individuals to withdraw from others. In this way, labels can result in negative 
consequences indirectly, by discouraging labeled individuals from seeking interactions that they 
could potentially benefit from, as with many stereotypes.    
 Labels for Opioid Use Disorder. Research has shown that different labels for people 
who engage in what could be considered illicit use of substances can also differentially impact 
the stigma surrounding these groups. For example, labels such as “substance abuser” and “opioid 
addict” have been shown to elicit a negative explicit bias, or a conscious, cognitive bias among 
both the general public and medical professionals alike (Ashford et al., 2018; Corrigan, et al., 
2009; Goodyear, et al., 2018; Kelly & Westerhoff, 2010; Kelly, et al., 2010). In the same vein, 
Corrigan et al., (2009) found that when “addict” was used as a label, public willingness to help 
(e.g., inclusion of programs in their neighborhood, halfway houses, clean needle exchange) the 
individual who uses decreased because the person was perceived as being more blameworthy. 
Also, the researchers found people preferred greater social distance from a person labeled an 
“addict,” meaning people preferred not to associate with people called addicts, dehumanizing the 
group members. In another study, Kelly, Dow, and Westerhoff (2010) recruited participants from 
a hospital and surveyed them about their impressions of an individual with a “opioid use 
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disorder” or a “substance abuser.” The substance abuser was rated as being more deserving of 
punishment (e.g., jail or fines), and more blameworthy and in control of their actions, while the 
individual with the OUD was judged as being more in need of treatment, less responsible for 
their problems and more deserving of sympathy. In another study, Kelly and Westerhoff (2010) 
randomly assigned mental health care providers to either read a vignette that referred to an 
individual as a “substance abuser” or a vignette that referred to the individual as having a 
“substance abuse disorder” (e.g., categorized group versus individual). Although there was no 
difference in terms of how these labels affected the providers’ perceptions of the person as a 
social threat or whether they should be referred for treatment, participants rated the person 
labeled as a “substance abuser” in a vignette as being more culpable for causing his own 
problems and more deserving of punitive action. Similarly, Goodyear, et al. (2018) showed that a 
sample of participants recruited from MTurk rated an individual labeled as an “addict” more 
negatively and as having higher responsibility than an individual with an “opioid use disorder.” 
More recently, Ashford, Brown, and Curtis (2019) determined that participants could more 
quickly associate negative terms with “addict” compared to “substance use disorder” during an 
association task. Collectively, these studies explain that labels differentially impact 
stigmatization around opioid use disorder. However, the stereotype content model (SCM) and 
behaviors from intergroup affect stereotypes (BIAS) map model may shed light on why these 
labels have different effects.  
Stereotype Content & BIAS Map Models 
Nearly two decades ago, Fiske (1998) proposed that all stereotypes of different social groups 
can be categorized along two dimensions: warmth and competence. In this Stereotype Content 
Model (SCM), warmth refers to an impression of how likeable, sincere and good an individual is, 
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and competence is a judgement of how capable they are. The authors argued that these two 
dimensions are fundamental to impression formation because people need to assess what others’ 
presumed intentions are (i.e., how warm or good natured they are) and they need to size up the 
others’ ability to pursue these intentions (i.e., how competent and capable they are). The 
interaction of these two dimensions can be illustrated a 2 x 2 (warmth x competence) matrix, 
which consists of quadrants that represent four categories of stereotyped social groups (e.g., high 
warmth-low competence, high warmth-high competence, low warmth- high competence, low 
warmth-low competence). The SCM explains that these stereotypes correspond with people’s 
assessment of a group’s status and how competitive they are. Status refers to the perception of 
individuals’ placement within the social structure. Individuals who are high status, such as 
wealthy people, educated people, and Asians, are typically stereotyped as being high in 
competence, but low in warmth. Individuals who are perceived as being high in competence and 
low in warmth tend to be perceived as more competitive and positioned to take resources away 
from other groups, such as job resources or status. Some examples of groups perceived as high 
competence and high warmth are middle class, women, and White people. These groups are 
perceived as generally likeable and have capabilities that do not pose a threat to other groups. 
Groups typically perceived to be low competence and low warmth include the poor, welfare 
recipients, and the homeless. They tend to be categorized as unlikeable and unfit. Finally, groups 
typically stereotyped as low competence and high warmth include older adults, and the 
physically and intellectually challenged (Fiske, Cuddy, & Xu, 2002). 
 The Behaviors from Intergroup Affect Stereotypes (BIAS) Map (Cuddy et al., 2007) 
extended the SCM by predicting how different affective prejudices (e.g., pity, jealousy, 
admiration, and contempt) mediate the relationship between stereotype content (perceived 
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warmth and competence) and perceived behavioral tendencies. Figure 1 illustrates this 
framework.  
 
Figure 1. BIAS Map 
 
The BIAS Map classifies behavioral tendencies along two dimensions: a facilitation-harm 
dimension and an active-passive dimension. The facilitation-harm dimension addresses 
behavioral intentions toward a social group—how helpful or hindering people are inclined to act 
toward members of a group. The active-passive dimension categorizes how direct or indirect 
these behaviors are. Active behaviors involve more effort and are more overt, while passive 
behaviors involve less effort and are more subtle but still have significant ramifications for group 
members’ well-being. These two dimensions create four categories of behavioral outcomes: 
active facilitation, active harm, passive facilitation, and passive harm. Active facilitation 
involves a concerted, prosocial effort to directly assist a person. Examples of active facilitation 
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for people with OUD could include engaging in political activism to benefit the group (e.g., 
signing petitions to bring halfway houses or treatment facilities to one’s community to benefit 
people with OUD), defending a person with OUD from harm, or reducing social distance 
between oneself and the group by moving in to the same neighborhood as people with OUD 
without ulterior motives. Active harm behaviors consist of efforts to hurt or hinder the progress 
of a group. Some examples of active harm toward people with OUD might include engaging in 
physical violence or harassment of people with OUD or advocating for punitive policy measures, 
such as extended incarceration sentences. Passive facilitation occurs when individuals perform 
helping behaviors toward people with OUD indirectly, such as by tolerating their social presence 
or doing something for a person with OUD in order to get something else. For example, a person 
might hire a person with an OUD to wash their car, but although this opportunity could be 
beneficial to the person hired, it would not be motivated by a desire to help (as in the case of 
active facilitation). Passive harm is when individuals perform hindering or aggressive behaviors 
toward individuals with OUD indirectly, such as ignoring or neglecting group members, or not 
supporting policies that could help individuals with OUD (Sadler, et al., 2015). Avoiding making 
eye contact with a person who has OUD on the street would be an example of passive harm.  
 According to the BIAS map four emotions mediate the effects of stereotype content (warmth 
and competence) on behavioral outcomes (active/passive facilitation/harm): contempt, pity, 
envy, and admiration (Cuddy et al., 2007). Perceptions of high warmth and high competence lead 
to feelings of admiration. Sadler, et al. (2015) observed that feelings of admiration can be 
explained by upward social comparison, when people compare themselves to others that they 
perceive as being better off. These feelings can lead to the behavioral outcomes of active 
facilitation and passive facilitation. On the other hand, perceptions of low warmth and high 
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competence lead to feelings of envy, which leads to active harm and passive facilitation 
behaviors. The model also predicts that perceptions of low warmth and low competence lead 
people to feel contempt. Contempt is a feeling related to disgust. Sadler et al., (2015) observed 
that feelings of contempt can be explained by downward social comparison, where people 
compare themselves to people who they think are worse off. This emotion leads to active harm 
and passive harm. Finally, perceptions of low competence along with high warmth leads people 
to feel pity, due to feelings of kindheartedness and sadness toward the group member (Cuddy, et 
al., 2007). The model predicts that this emotion should lead to active facilitation and passive 
facilitation. 
Research has confirmed many of the BIAS Map’s contentions (Bye & Herrebroden, 2018; 
Key, Ceremony, & Vaughn, 2019;  Vaughn, Teeters, Sadler, Cronan, 2017). For example, Bye 
and Herrebroden (2018) replicated the original BIAS Map study completed by Cuddy, et al. 
(2007), and found that admiration correlated positively with active and passive facilitation, 
contempt correlated positively with active and passive harm, pity correlated positively with 
active facilitation and passive harm, and envy correlated positively with passive facilitation only. 
Bye and Herrebroden (2018) also showed that the relationship between perceptions of reduced 
warmth and active harm was mediated by contempt, and the relationship between increased 
warmth and active facilitation was mediated by pity. Also in support of Cuddy et al. (2007), their 
results show the relationship between perceptions of competence and passive harm was mediated 
by contempt. 
However, whether people’s perceptions of warmth or their perceptions of competence dictate 
their emotions and behavior appears to depend on which one is more relevant or more salient to 
them. Becker and Asbrock (2012) explored people’s emotional response to ambivalently 
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stereotyped groups, or groups that are positively stereotyped in one way (e.g., high warmth) but 
negatively stereotyped in another (e.g., low competence). The researchers asked participants to 
read news articles about different ambivalent groups and they manipulated how relevant people’s 
perception of warmth versus competence would be in their judgements by giving people 
additional details about the groups that would make them seem more or less warm or competent. 
The results of this study showed that groups who were stereotyped as both low in warmth but 
high in competence (in this study, “Yuppies,”) were treated with active harm when the article 
emphasized characteristics that made their lack of warmth more relevant than their competence. 
Specifically, when participants’ reading the article had perceptions of warmth that was less than 
a control group, these perceptions of warmth exerted a greater influence on their behavioral 
intentions. This effect on was mediated by feelings of contempt. The researchers also found that 
groups stereotyped as being high warmth and low competence (older adults) were treated with 
active facilitation, when people’s perceptions of their warmth after reading an article about the 
group exceeded both their perceptions of competence and the perceptions of warmth from a 
control group. This study demonstrates that the stereotype content that influences peoples’ 
emotions and in turn their behavior is changeable, and that different emotions and behavioral 
inclinations toward stereotyped groups can be triggered by media messages that emphasize one 
stereotyped dimension or another.    
Stereotype Content, Emotions, and Behavior Toward People With Opioid Use Disorder 
 As previously discussed, scholarship on the stigma of opioid use disorder has identified a 
number of stereotypes, affective prejudices, and behavioral tendencies associated with OUD. 
Recall that most recently, Nieweglowski et al. (2019) determined that “addicts” were stereotyped 
as being reckless, unreliable, inadequate, and threatening. From a stereotype content perspective, 
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it seems that addicts would be classified as being relatively low in warmth (evidenced by the 
belief that they are threatening) and low in competence (evidenced by the belief that they are 
reckless, unreliable, and inadequate). Therefore, it stands to reason that others will respond to 
people with OUD with contempt. Along with groups such as welfare recipients, homeless 
people, and undocumented migrants, “drug addicts” elicit greater contempt and disgust than all 
other social groups in the U.S. (Fiske, Cuddy, and Glick, 2007). Thus, under normal 
circumstances, consistent with the BIAS Map (Cuddy, et al., 2007), people should feel contempt 
for these individuals and seek to actively harm them. This is consistent with Nieweglowski et 
al.’s (2019) finding that people felt anger towards this group and, consistent with the BIAS Map, 
they desired forms of restriction (i.e., active harm) against them and they wanted to avoid them 
(i.e., passive harm).  
 However, stereotypes of people with OUD may not be fixed. Pity also emerged as a 
salient emotion felt toward addicts in Nieweglowski et al.’s (2019) study. As previously 
discussed, pity is typically felt for individuals perceived as being higher in warmth and lower in 
competence (Cuddy et al., 2007). The varying emotional reactions (both pity and anger) to 
people with mental health issues or substance use disorders such as OUD, suggests that how 
people categorize this group in terms of stereotype content could be changeable. In some cases, 
people with OUD may be perceived as being less cold, at least relatively speaking. Put 
differently, the stereotype content associated with people with OUD could sometimes be 
relatively more ambivalent, categorized by low competence, but perhaps higher warmth.   
Drawing from labeling theory, it stands to reason that the terms used to describe users 
could influence how people stereotype people labeled as having a “disorder” or “addiction.” As 
previously discussed, labeling theory explains that labels connect group members to negative 
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stereotypes, prejudice, and discrimination. In the context of substance use, it stands to reason that 
whether a person is labeled as an “opioid addict” or a “person with OUD” could affect what 
stereotype content is applied to a group (or the degree to which a stereotype is associated with 
the group). In this particular case, the label may have more impact on perceptions of warmth than 
competence, as both the labels, “disorder” and “addiction” imply that a person is unwell in some 
way. But these terms could leave different impressions on people’s perceptions of warmth. As 
with homeless people and welfare recipients, “opioid addicts” may be stereotyped as 
untrustworthy victims of their own laziness (Fiske et al., 2007). However, people labeled as 
having “opioid use disorder,” may be perceived less coldly if they are perceived to a victim of 
circumstances outside of their control (Yang, et al., 2017). Put differently, a group with a 
medical condition may be seen as less blameworthy and warmer in return. By extension, a 
person with a “opioid use disorder” should also be seen as more sympathetic, eliciting less 
contempt and greater pity. Accordingly, the following hypotheses were proposed. 
H1: Compared to the label “opioid addict,” the label “opioid use disorder” will elicit 
perceptions of higher warmth. 
H2: Compared to the label “opioid addict,” the label “opioid use disorder” will elicit 
greater feelings of pity.  
H3: Compared to the label “opioid addict,” the label “opioid use disorder” will elicit less 
feelings of contempt. 
Consistent with the BIAS Map (Cuddy et al., 2007), the differences in stereotype content 
associated with labels of OUD should lead to different behavioral outcomes, and these effects 
should be mediated by emotional responses. As predicted, the label “opioid addict” should be 
associated with relatively lower warmth and greater contempt, and the label “opioid use 
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disorder” should be associated with relatively greater warmth and greater pity. The BIAS Map 
model predicts that both contempt and pity lead to passive harm. For this reason, both labels 
should be associated with a desire to avoid people with OUD. However, the labels could 
nonetheless lead to divergent, active behavioral outcomes. Specifically, the label “opioid addict” 
should lead to a greater desire for active harm, in the form of things such as support for policies 
that penalize people with opioid use disorder. Consistent with the BIAS Map, this effect should 
be mediated by reduced warmth and increased contempt. The label “opioid use disorder” should 
lead to a greater desire for active facilitation in the form of support for policies that would 
benefit people with OUD. Consistent with the BIAS Map, this effect should be mediated by 
increased warmth and increased pity. This is predicted in the hypotheses below. The predicted 
models associated with each hypothesis are illustrated in Figures 1 and 2.  
H4: Warmth and contempt will serially mediate the effect of the label “opioid use 
disorder” on active harm, such that the label will increase perceptions of warmth, which 
will decrease perceptions of contempt and a desire for active harm.  
H5: Warmth and pity will serially mediate the effect of the label “opioid use disorder” on 
active facilitation, such that the label will increase perceptions of warmth, which will 
increase perceptions of pity and a desire for active facilitation. 
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Figure 2. Proposed Model for Hypothesis 4 
 
 
 
 
 
 
 
Figure 3. Proposed Model for Hypothesis 5 
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CHAPTER II 
Method 
Participants 
 Four hundred and five participants were recruited to complete an online experiment using 
Amazon’s Mechanical Turk (MTurk). MTurk is an online crowdsourcing service that permits 
people to post different tasks that they need to be completed, referred to as human intelligence 
tasks (HITs). Online surveys are one type of HIT that requestors (e.g., researchers) can create for 
people to complete. MTurk workers search for tasks they want to complete and accrue money in 
exchange for completing the HITs (e.g., finishing the posted survey). MTurk workers reside in 
countries around the world, with most in United States and India (Chandler & Shapiro, 2016). 
For this study, limiters were set on MTurk so that only people residing in the United States were  
eligible to complete the study. 
Compared to convenience sampling on college campuses, crowdsourcing sites like 
MTurk make it easier for researchers to reach larger and more diverse populations (Gosling & 
Mason, 2015). Although MTurk samples are diverse, they are not necessarily representative of 
the general population. According to McDuffie (2019), MTurk workers are typically more 
educated than the general public. Goodman, Cryder, and Cheema (2013) also argue that they are 
also typically more likely to be unemployed, and less religious than the general population. 
McDuffie (2019) also states that MTurk users are typically young to middle aged adults, due to 
their greater technological proficiency. Studies have, however, found that data collected using 
MTurk samples produces results that are comparable to those found with other types of 
convenience samples (Jahnke, Imhoff, & Hoyer, 2015; Shank, 2016). Although workers were 
able to complete HITs in time and location of their choosing, there is little evidence that 
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distractions negatively impact the quality of their responses (Chandler, Mueller, & Paolacci, 
2014). Chandler, et al. (2014) utilized an experiment testing a condition where MTurk workers 
watched television or in the room with others while completing HITs, compared to a condition 
where workers only worked on completing HITs. Results showed these distractions did not 
impact the quality of work on the HITs. Notably, MTurk workers have an approval rating based 
on the percentage of past work assignments that has been approved by requestors. This approval 
rating impacts their reputation and approval for future HITs. This study was only advertised to 
workers who have completed at least 100 tasks on MTurk and have at least a 97% approval 
rating, as higher approval ratings typically are associated with higher quality data (Lovett, 
Bajaba, Lovett, & Simmering, 2018; Peer, et al., 2014).  
While 405 participants were initially recruited to take this survey, responses from 57 
participants were omitted from the sample, leaving the total population at 348. Of those that were 
not included in the final sample, 22 failed an attention check question1. Additionally, 35 
individuals self-identified as having an opioid addiction or disorder, and one person did not 
indicate whether or not they had personal experience with OUD. The data from these individuals 
was not included in the final sample because their personal identification as persons with OUD 
would bias their perceptions of others with an OUD.  
 
1 Participants were given a list of topics in a multiple-choice question and asked, “which of the 
following topics best describes the topic of the article you read?” Answers included public 
transportation, a proposed treatment center, electing a new mayor, banning pit bulls, or none of 
Although 93.97% of the sample were able to correctly identify the topic of the article that they 
read, many participants did not. Sixteen incorrectly identified the topic in the opioid addict 
condition, and six incorrectly identified the wrong topic in the comparison condition. These 
participants were not included in any subsequent analysis.  
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In terms of demographics, a total of 58% of the final sample identified as male, 41% 
identified as female, 0.5% identified as male-to-female transgender, and two (0.5%) respondents 
did not share their gender. The ages of participants ranged from 20 to 78 years old (M = 37.15, 
SD = 11.63). While a majority of participants identified as White/Caucasian (n = 273, 78.4%), a 
small percentage identified as African American/Black (n = 24, 6.9%), Eastern Asian (n = 20, 
5.7%), and Central Asian (n = 5, 1.4%). Six respondents (1.72%) did not specify a race/ethnicity. 
In terms of education, thirty-nine respondents (11.2%) indicated that their highest level of 
education was a high school diploma or GED, nearly a fifth of participants reported having 
attended some college (n = 63, 18.1%), half of participants reported having a Bachelor’s Degree 
or Associates degree (n = 185, 53.2%), and 10.1% reported having earned a Master’s degree  
(n = 35). The sample included respondents who resided in most U.S. states, with the exceptions 
of Delaware, Mississippi, Nebraska, North Dakota, Vermont, and Wyoming. Notably, a large 
proportion of participants reported residing in California (n = 43, 12.4%). Because the 
Appalachian region is considered to be the heart of the opioid epidemic, participants were asked 
if they lived in the region of Appalachia, and 26 participants said yes (8%). Finally, in terms of 
annual household income, 20.9% reported earning between $0 and $30,000, 34.8% reported 
earning between $30,001 and $60,000, 24.7% reported earning between $60,001 and $90,000, 
9.7% reported earning between $90,001 and $120,000, 5.7% reported earning between $120,001 
- $150,000, and 4% reported earning $150,001 or more.   
Procedure 
 After the study was acknowledged by the IRB at West Virginia University, participants 
were recruited with an advertisement posted on MTurk (see Appendix A). The advertisement 
explained that participants in the study read an article about “a pressing social issue” and then 
 22 
gave their opinion about it. Interested participants were given a link to a Qualtrics-hosted online 
survey. The first page of the survey was a cover letter describing the study and respondents’ 
rights as research participants (see Appendix B). If they agreed to participate, participants were 
randomly assigned to read one of three news articles. In the final sample, 113 participants were 
assigned to read the article that used the label of “opioid addict”, 118 were assigned to read the 
article that used the label of “opioid use disorder,” and 117 were assigned to read the comparison 
article about a topic completely unrelated to substance use. After reading the article, participants 
proceeded to complete the online questionnaire containing questions about their opinions of the 
article, their perceptions of people who use drugs, and demographic information. The MTurk 
worker participants were compensated $1.43.  
Stimulus Material 
 Two versions of a news article were created for the experimental stimuli in this 
study. The articles focus on the story of a (fictitious) community, Smithville, that is debating 
whether or not to permit a treatment facility for people who use opioids to open in a residential 
neighborhood. This article was created to resemble an online news article, written by an 
unnamed staff member. The article features a picture of people gathered for a town hall meeting 
in a high school gymnasium. Both of these articles are identical, with the exception of whether 
they use “people with opioid use disorder” or “people who are addicted to opioids” to label 
people who could benefit from treatment at the new facility. The two articles are nearly the same 
length. The “opioid addiction” condition consists of 521 words, the “opioid use disorder” 
condition consists of 537 words. 
 Additionally, a third news article was created which focuses on the same community of 
Smithville that is debating a proposal to ban certain dog breeds in the city limits, such as pit 
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bulls. Participants assigned to read this article were used as a comparison group. This group will 
provide a baseline of people’s perceptions and behaviors toward people who use drugs without 
having been exposed to the labels under investigation. There are no research questions or 
hypotheses about this condition. It will not be examined in any of the primary analyses. The 
purpose of this condition is to determine if either of the labels for opioid use had an effect on 
how participants stigmatize people with the condition. The same image that accompanies the 
experimental articles accompanies this one. The article was written to be similar to the 
experimental stimuli and it is approximate in length, with 534 words. The stimuli for all can be 
found in appendix C.  
Measures 
The online questionnaire included attention and manipulation checks, measures of 
people’s attitudes and feelings about people who use drugs, as well as their attitudes and 
behavioral intentions towards people who use drugs. Additionally, participants were surveyed 
about their impressions of the article’s credibility, liking, quality, and representativeness, as well 
as their personal experience with drug use, so that these factors can be examined as control 
variables. Some additional measures that do not pertain directly to the hypothesis tests in this 
study (e.g., measures of passive facilitation behavior) were included in case they are needed for 
supplemental analyses. A complete list of measures that were included on the survey can be 
found in Appendix D. In terms of the survey, participants randomly assigned to each condition 
had language specific to the condition they were assigned. For example, participants in the 
opioid addiction condition answered questions about opioid addicts and opioid use condition 
participants answered questions about opioid use disorder. Participants in the comparison 
condition were randomly assigned to answer questions about opioid addicts or opioid use 
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disorder. The following sections contain brief descriptions of the measures relevant to this 
current research.  
Warmth. A 4-item measure of warmth was adapted from Fiske (1998). The questions 
inquired as to how warm, tolerant, good natured, and sincere the general public views people 
with opioid addiction or people with opioid use disorder. Participants were asked to respond to 
the questions on a seven-point scale ranging from 1 (Disagree Strongly) to 7 (Agree Strongly). 
The scale exhibited good internal consistency (M = 3.33, SD = 1.66, a = .94). 
Competence. A 5-item measure of competence from the stereotype content model was 
adapted from Fiske (1998). The questions utilized asked about how competent, confident, 
independent, competitive, and intelligent the general public thinks people with an opioid 
addiction or people with opioid use disorder. Participants were asked to respond to questions on 
a seven-point scale ranging from 1 (Disagree Strongly) to 7 (Agree Strongly). This scale also 
showed good internal consistency (M = 3.14, SD = 1.59, a = .93) 
 Contempt. A 4-item measure of contempt from the stereotype content model was 
adapted from Cuddy, et al. (2007). The questions utilized asked participants to assess how much 
contempt, anger, and disgust they feel toward people with opioid addiction or opioid use 
disorder. Participants were asked to indicate their feelings on a seven-point scale ranging from 1 
(Disagree Strongly) to 7 (Agree Strongly). This scale was reliable (M = 4.84, SD = 1.44, a = .87) 
Pity. A 4-item measure of pity from the stereotype content model was adapted from 
Cuddy, et al. (2007). The questions inquired about how much participants feel pity, sympathy, 
sorry for, and concern toward people with opioid addiction or opioid use disorder. Participants 
were asked to respond to questions how they generally feel on a seven-point scale ranging from 1 
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(Disagree Strongly) to 7 (Agree Strongly). This scale was also internally consistent (M = 4.94, 
SD = 1.18, a = .83). 
Active Facilitation Behaviors. A 6-item measure of active harm behavior was created for this 
study. Items were designed to tap into participants’ perceptions of behaviors that are related to 
the proposal to build a treatment facility as discussed in the experimental articles.  Participants 
were asked to indicate how supportive they think others would be of proposals to help people 
who use drugs on a seven-point scale ranging from 1 (Not At All Supportive) to 7 (Extremely 
Supportive). Specifically, they were asked how supportive others would be of proposals to build 
a treatment facility in their community, allocate tax dollars to support treatment programs, create 
clean needle exchange programs, donating money to support treatment programs, donating 
money to keep users sober, as well as volunteer time at treatment centers. This scale showed 
good internal consistency (M = 4.59, SD = 1.44, a = .83.8). Notably, the scale was positively 
correlated with Cuddy et al.’s (2007) more general scale of active facilitation, r = .26, p < .001.  
  Active Harm Behaviors. A 5-item measure of active harm behaviors (M = 3.05,  
SD = 1.56, a = .88) was created for this study. Participants were asked to indicate how 
supportive they think others would of penalizing drug users in certain ways, using a scale of 1 
(Not At All Supportive) to 7 (Extremely Supportive). Specifically, participants were asked to 
indicate how supportive they think others would be of legislation to increase incarceration time 
for crimes committed by drug users, increase incarceration time for people convicted of using 
drugs, relocate of drug users to other communities, decrease government programming designed 
to benefit drug users, and make it harder for users to get jobs. Both the active facilitation and 
active harm items were distributed in random order and they were embedded among questions 
about other types of behaviors related to other community-issues (e.g., speed bumps, breed-
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specific legislation, homelessness). This scale was reliable (M = 3.05, SD = 1.56, a = .88), 
positively correlated with Cuddy et al.’s (2007) more general measure of active harm, r = .11,  
p = .03.  
Control variables. There were seven variables that were used as control variables: 
personal experience with substance use disorders, perceptions of community impact, income, 
education, age, and effort spent taking the survey.  
Personal experience with substance use disorders. Personal experience with substance 
use disorders (including, but not limited to opioid use disorder), whether it is personally having 
the substance use disorder or having a close friend or family member with a substance use 
disorder, should affect the stereotypes, emotions, and behavioral intentions people have toward 
other people with substance use disorders. Therefore, this variable was used as a control variable. 
To measure personal experience with substance use disorder, participants were asked whether 
they or someone close to them has a substance use disorder. For analyses, participants will be 
classified by whether they have personal experience with substance use disorders (1) or not (0). 
Perceptions of Community Impact. The extent to which people feel like they personally 
have been affected by the opioid crisis Perceptions of impact from opioid use on one’s 
community and personal feelings could affect how participants interpret the article about how 
another community is dealing with the opioid crisis. Therefore, this variable was used as a 
control variable. To measure perceptions of impact, participants were asked about their perceived 
percentage of people who have an opioid use disorder in their community. Participants then 
answered how much they feel they have been personally negatively affected, how much their 
friends and acquaintances have been negative affected, and how much the people in their 
community in general have been negatively impacted by the opioid crisis. Finally, participants 
 27 
were asked to respond to questions about negative impacts to community economy, physical 
health in the community, mental health in the community, safety, and well-being of children and 
families. 
Income. According to Fiske (1998), income can impact stereotype perceptions of 
individuals. Individuals who have low income levels are thought to have lower competence, and 
warmth is decreased if there is the perception that individuals also use government assistance. 
Because of these stereotypes, behavioral tendencies are also impacted. The BIAS Map argues 
that those who have a more stable income tend to distance themselves from those with lower 
income levels and judge low income individuals, and stigmatized groups in general, as less than 
(Cuddy, et al., 2007). Because of this idea that those with higher incomes might judge 
stigmatized groups more than lower incomes, income level will be used as a control variable.   
Education. Similar to income levels, participants were also asked to report their highest 
level of education obtained, as a control variable. The BIAS Map argues that individuals who are 
more educated have more intelligence, confidence, independence capabilities, and are therefore 
thought to be more aware of their own stereotypes (Cuddy, et al., 2007). MTurk workers 
typically have a higher educational achievement, with a mean education level of a Bachelor’s 
degree, this can impact the level of awareness participants have toward their own biases toward 
individuals who use opioids (McDuffie, 2019; Ross, Irani, Silberman, Zalvidar, & Tomlinson, 
2010).  
Age. Janmaat and Keating (2019) found that adolescents and young adults show more 
tolerant attitudes towards marginalized and discriminated against groups. The study involved 
participants responding to stigmatized groups, such as racial groups, immigrants, and members 
of the LGBTQ+ community. The data suggests that over time, all groups (e.g., ages 15-29, 30-
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49, 50+) have become more tolerant of stigmatized groups. However, participants in the group 
aged 50 or older were significantly less tolerant of the stigmatized groups (Janmaat & Keating, 
2019). Because age plays a significant role in tolerance, treatment, and discrimination, age was 
used as a control variable for this study.  
Effort. According to Zamarro (2018), measuring the amount of effort put into taking a 
survey can indicate how much attention participants were paying. Hauser, Paolacci, and 
Chandler (2019) argued that it is important to control for effort put into taking a survey as it can 
skew results due to negligence. Participants who put little effort into taking surveys miss 
important details or provide trivial responses can skew true relationships between variables. 
Hauser, et al. (2019) also stated that little effort put into taking the survey can increase 
systematic error. Issues with low effort and “straight-lining” (e.g., selecting the same option for 
all statements within a single measurement) can create appearance of consistency, but lead to 
false positives in the results. Because effort can lead to skewed relationships and false positives 
in results, it was  used as a control variable.  
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CHAPTER III 
Results 
Descriptive and Preliminary Analyses 
Correlations. Although this study did not make specific predictions about all of the key 
variables in the BIAS Map (e.g., admiration and envy), they were measured in the interest of 
gaining a more complete picture of how these variables relate to the variables of in interest in the 
current study.2 Likewise, in terms of behavioral intentions, although only this study is primarily 
interested in understanding how labels affect active facilitation and active harm, measures of 
passive facilitation and passive harm were also taken for the sake of comparison. In addition to 
the applied measures of active facilitation and active harm created for this research, Cuddy et 
al.’s (2007) original, more general measures of active facilitation and active harm were also 
included in the survey.3 Table 2 displays the zero-order correlations between the variables. 
Consistent with the BIAS Map, warmth was positively correlated with competence (r = .88, 
 p < .001), pity (r = .14, p = .008), admiration (r = .65, p < .001), and envy (r = .54, p < .001), but 
negatively associated with contempt (r = -.39, p < .001). Competence was positively associated 
 
2 Admiration and envy were also examined in exploratory analyses, as original variables from 
Cuddy, et al. (2007). Admiration (M = 2.20, SD = 1.61, a = .89) was a two-item measure that 
stated that the general public feels admiration, and pride toward this group. Envy (M = 1.96,  
SD = 1.49, a = .86) was a two-item measure that stated that the general public feels envy, and 
jealousy toward this group. 
3 The original behavioral scales; active facilitation, passive facilitation, active harm, and passive 
harm were also examined in this study. Active facilitation was a two-item measure that stated 
that the general public would help, and protect this group (M = 4.19, SD = 1.42, r = .54,  
p < .001). Passive facilitation was a two-item measure that stated that the general public would 
cooperate, and associate with this group (M = 3.04, SD = 1.57, r = .65, p < .001). Active harm 
was a two-item measure that stated that the general public would fight and attack this group  
(M = 3.59, SD = 1.68,  r = .63, p < .001). Passive harm was a two-item measure that stated that 
the general public would exclude, and demean this group (M = 4.47, SD = 1.65, , r = .66,  
p < .001). 
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with pity (r = .11, p = .04), admiration (r = .69, p <.001), and envy (r = .60, p < .001), and 
negatively associated with contempt (r = -.35, p < .001). Contempt was also negatively 
associated with admiration (r = -.20, p < .001), but unrelated to pity or envy. Pity was positively 
associated with admiration (r = .11, p = .047). Finally, admiration was positively associated with 
envy (r = .81, p < .001).  
 In terms of behavioral intentions, the applied active facilitation measure created for this 
study was positively correlated with warmth (r = .31, p < .001), competence (r = .33, p < .001), 
pity (r = .18, p < .001), envy (r = .19, p < .001), and admiration (r = .22, p < .001). The applied 
measure of active facilitation was also positively correlated with Cuddy et al.’s (2007) original 
scale for passive facilitation (r = .27, p < .001), active harm scale (r = .16, p < .001). and the 
original measure active facilitation (r = .26, p < .001). The applied measure of active harm was 
positively correlated with warmth (r = .28, p < .001), competence (r = .36, p < .001), admiration 
(r = .55, p < .001) and envy (r = .56, p < .001). Applied active harm was also positively 
correlated with the original measure for passive facilitation (r = .43, p < .001), the original 
measure of active facilitation (r = .24, p < .001) and the original measure for active harm  
(r = .12, p = .04).  
Comparison group analyses. A MANOVA was conducted to explore how the two 
experimental conditions differentially affected participants’ perceptions of people with OUD 
compared to the comparison group, which provided a baseline of people’s perceptions. The 
dependent variables entered in this analysis were as follows: warmth, competence, contempt, 
pity, admiration, envy, passive facilitation, passive harm, as well as active facilitation and active 
harm (both the scale created for this study and Cuddy, et al.’s (2007) original scale). 
Interpersonal experience with OUD, age, income, education, and survey effort were entered as 
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covariates.4 The results of this analysis did not reveal any significant differences between the 
three conditions and the dependent variables at the level of p < .01. The multivariate test of the 
differences among the three labels was not significant, Wilks’ l = .93, F(24, 658) = 1.00, partial !! = .04, p = .44. However, at the more liberal threshold of statistical significance,  
p < .05, some differences in competence F(2, 340) = 2.89,  p = .06, partial !! = .02, contempt, 
F(2, 340) = 4.67, p = .09, partial !! = .01), and passive facilitation, F(2, 340) = 2.83, p = .06, 
partial !! = .02, emerged. Fisher’s LSD post-hoc analyses revealed that, surprisingly, when 
compared to the comparison condition (M = 2.85, SE = .14), the addict label resulted in higher 
perceptions of competence (M = 3.32, SE = .15, p = .024). There was no difference in 
perceptions of competence between the OUD label (M = 3.23, SE = .14) and the other two 
groups. Similarly, the findings also revealed the addict label resulted in less contempt (M = 4.60, 
SE = .13, p = .066) than the comparison condition (M = 4.94, SE = .13). Once again, perceptions 
of contempt for those exposed to the OUD label (M = 4.96, SE = .13) did not differ from the 
other conditions. Finally, the results revealed that compared to the comparison condition  
(M = 2.79, SE = .14), participants in the addict condition expressed greater support for applied 
passive facilitation (M = 3.27, SE = .15, p = .02). Respondents in the disorder group did not 
express any more or any less support for passive facilitation than those in the other two groups 
(M = 3.08, SE = .14).  
 
 
 
 
 
4 Participants’ race and gender were entered as control variables in a prior version of the model 
but because these variables did not have a significant relationship with any variables of interest 
they were not included in the current analysis. 
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Table 1. Mean Comparisons Across Experimental Conditions 
 
  
Comparison 
Condition 
(n = 117) 
 
 
Addiction 
Condition 
(n = 113) 
 
Disorder 
Condition 
(n = 118) 
    
Variable M SD M SD M SD F p Partial !! 
Warmth 
 
3.11a 1.57  3.51 a 1.60  3.36 a 1.80 1.79 .173 .010 
Competence 
 
2.85 a 1.48 2.32 b 1.54 3.24 a,b 1.71 2.89 .057 .020 
Pity 
 
4.86 a 1.11  4.96 a 1.17 4.98 a 1.27 0.22 .800 .001 
Contempt 
 
4.94 b 1.29 4.60 a 1.46 4.69 a,b 1.56 2.36 .096 .010 
Envy 
 
1.83 a 1.34 2.17 a 1.58 1.90 a 1.54 1.44  .240 .008 
Admiration 
 
1.96 a 1.47 2.38 a 1.66 2.26 a 1.69 1.61  .200 .009 
Passive Harm 
 
4.55 a 1.58 4.37 a 1.67 4.49 a 1.70 0.35  .710 .002 
Passive Facilitation 
 
2.77 b 1.47 3.27 a 1.49 3.10 a,b 1.70 2.83  .060 .020 
Active Harm 
 
3.53 a 1.68 3.63 a 1.64 3.63 a 1.75 0.09  .920 .001 
Active Facilitation 
 
4.03 a 1.35 4.34 a 1.32 4.20 a 1.56 0.96  .390 .006 
Applied Active Harm 2.82 a 1.44 3.20 a 1.56 3.12 a 1.65 1.65  .190 .010 
Applied Active Facilitation 4.43 a 1.43 4.59 a 1.49 4.77 a 1.49 1.53  .22 .009 
Note. Means in each row that do not differ significantly per a Fisher’s LSD post-hoc test, p < .10, share a common 
subscript.  
Hypotheses Tests 
 Hypothesis 1 predicted that compared to the label “addiction,” the label “disorder” will 
elicit perceptions of higher warmth. To address H1, an independent samples t-test was conducted 
comparing participants’ how perceptions of warmth (DV) varied between the two experimental 
labels, “addict” versus “disorder.” There was not a significant difference in the scores for the 
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labels “addict” (M = 3.51, SD = 1.59) and “opioid use disorder” (M = 3.36, SD = 1.80) and 
warmth; t(229) = .67, p = .50. Thus, hypothesis one was not supported.  
Hypothesis 2 predicted that compared to the label “addict,” the label “disorder” will elicit 
greater perceptions of pity. To address H2, an independent samples t-test was conducted 
comparing participants assigned to the two experiment label conditions in terms of pity. There 
was not a significant difference in pity felt for a people with an addiction (M = 4.96,  
SD = 1.17) compared to a disorder (M = 4.98, SD = 1.27) and pity; t(229) = -.12, p = .90. Thus, 
hypothesis two was not supported. 
Hypothesis 3 predicted that compared to the label “addict,” the label “disorder” would 
elicit less perceptions of contempt. Once again, an independent samples t-test was conducted 
comparing participants assigned to the two label conditions in terms of the level of contempt 
they elicited. In this case, contrary to predictions, the “addict” label resulted in slightly lower 
feelings of contempt (M = 4.60, SD = 1.46) than the “disorder” label (M = 4.96, SD = 1.56), 
although this difference was not significant at the traditional threshold for statistical significance 
t(229) = -1.82, p = .07. Thus, hypothesis two was not supported. 
Hypothesis 4 predicted that there is an indirect effect of the label for “disorder” on active 
harm behaviors through increased warmth and decreased contempt. The hypothesis was tested 
through a serial mediation analysis using the PROCESS macro v3.4 for SPSS (Hayes, 2018). 
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Table 2. Zero-Order Correlation Matrix 
Note. *p < .05, **p < .01, ***p < .001
Variables M SD 1 2 3 4 5 6 7 8 9 10 11 12 
1. Warmth  3.33 1.66 -- 
           
 
2. Competence 
  
 
3.14 
 
1.59 
 
.88*** 
 
-- 
          
3. Contempt 
  
4.84 1.44 -.39*** -.35*** -- 
         
4. Pity 
  
4.94 1.18 .14** .11* -.02 -- 
        
5. Admiration 
  
2.20 1.61 .65*** .69*** -.20*** .11* -- 
       
6. Envy 
  
1.96 1.49 .54*** .60*** .00 .09 .81** -- 
      
7. Passive 
Facilitation 
  
3.04 1.57 .67*** .68*** -.28** .20*** .74** .62** -- 
     
8. Passive Harm  
  
4.47 1.65 -.26*** -.20*** .59** -.06 -.13* .05 -.32** -- 
    
9. Active 
Facilitation 
  
4.19 1.41 .50*** .48*** -.24*** .43*** .42** .33** .67** -.35 -- 
   
10. Active Harm  3.59 1.68 -.04 .01 .49*** .06 .10 .27*** -.05 .68*** -.17** -- 
  
11. Applied Active 
Facilitation  
  
4.68 1.42 .31*** .33*** .01 .18** .22*** .19** .27** .08** .26*** .16** -- 
 
12. Applied Active 
Harm  
3.05 1.56 .28*** .36*** -.03 .07 .55** .56** -.43* -.08 .24** .11* -.12* -- 
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Specifically, PROCESS Model 6 was used with 95% confidence intervals and 5,000 bootstrapped 
samples. The experimental condition was entered as the independent variable (X), with the 
addiction condition coded as 0. Warmth (M1) and contempt (M2) were entered as serial mediators, 
and the applied measure of active harm (Y) was entered as the dependent variable. Five control 
variables were included: interpersonal experience with substance use disorders, age, income, 
education, and effort put into taking the survey.  
Figure 4 displays an illustration of the model results. Results of this analysis showed there 
was not a direct effect of the labels on active harm (c' = -.08, p = .71, 95% CI: -.48, .33). There 
also was not an indirect effect of the label on active harm through warmth (a1b2 = -.05, 95%  
CI: -.19, .05). Similarly, the indirect effect of the label on active harm through contempt was not 
significant (a2b1 = .04, 95% CI: -.02, .12). Finally, the predicted serial mediation effect of the label 
on active harm through warmth and then contempt was not significant (a1a3b1= .01, 95% CI: -.01, 
.04). Thus, hypothesis four was not supported. Table 2 contains a list of the tested indirect effects. 
A complete list of the model’s ordinary least squares coefficients is listed in Table 3.  
 
Figure 4. Coefficients Path Model for Hypothesis 4
 
Note. * indicates a statistically significant relationship 
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Table 3. Indirect Effects Path Model Coefficients 
Note. Relative indirect effects are unstandardized 
 
Table 4. OLS Path Model Coefficients 
 Note. Direct effects are unstandardized 
Indirect Effect Coefficient SE LLCI ULCI 
Total Effect -.01 .06 -.14 .12 
Label à Warmth à Active Harm .05 .06 -.19 .06 
Label à Contempt à Active Harm .04 .04 -.02 .12 
Label à Warmth à Contempt à Active Harm  .01 .01 -.01 .04 
Models Coefficient SE t p LLCI ULCI 
 
Warmth 
F(6, 224) = 1.62, p = .14, !! = .04       
Constant -1.42 5.77 -.25 .81 -12.80 9.95 
Label -.20 .22 -.87 .39 -.64 .25 
Interpersonal Experience .33 .24 1.35 .18 -.15 .81 
Age -.004 .01 -.37 .71 -.02 .02 
Education .00 .03 .07 .95 -.06 .07 
Income  -.04 .10 -.46 .65 -.23 .14 
Effort -.55 .20 -2.67 .01 -.95 -.14 
Contempt 
F(7, 223) = 8.29, p < .001, !! = .21       
Constant 18.45 4.69 3.93 .001 9.20 27.69 
Label .30 .18 1.64 .10 -.06 .66 
Interpersonal Experience -.49 .20 -2.49 .01 -.88 -.10 
Age -.02 .01 -2.26 .03 -.03 -.00 
Education .05 .03 1.79 .07 -.01 .10 
Income -.16 .08 -2.04 .04 -.31 -.01 
Effort -.06 .17 -.38 .70 -.40 .27 
Warmth -.33 .05 -6.05 .00 -.44 -.22 
Active Harm Behaviors 
F(8, 222) = 3.72, p < .001, !! = .12       
Constant -6.89 5.41 -1.27 .20 -17.56 3.78 
Label -.08 .21 -.37 .71 -.48 .33 
Interpersonal Experience .42 .22 1.85 .07 -.03 .86 
Age .00 .01 .33 .74 -.01 .02 
Education .04 .03 1.21 .23 -.02 .10 
Income .08 .09 .95 .34 -.09 .25 
Effort -.37 .19 -1.97 .05 -.74 -.00 
Warmth .25 .07 3.81 .00 .12 .38 
Contempt .12 .07 1.58 .12 -.03 .27 
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Hypothesis 5 predicted that would be an indirect effect of the label for “disorder” on 
active facilitation behaviors through increased warmth and increased pity. Once again, this 
hypothesis was tested using PROCESS model 6 with 95% confidence intervals and 5,000 
bootstrap samples. The model was identical to the model used to test H4, except that pity was 
entered as the second mediator (M2), and active facilitation (Y) was entered as the dependent 
variable. The direct effect of the label on active facilitation was not significant (!′= .19, p = .29, 
95% CI: -.17, .55). The results also showed that the indirect effect of the label on active 
facilitation through warmth was not significant (a1b2 = -.05, 95% CI: -.17, .06). Similarly, the 
indirect effect of the label on active facilitation through pity was not significant (a2b1 = .01, 95% 
CI: -.06, .09). Finally, contrary to the prediction, the serial indirect effect of the label on active 
facilitation through warmth and then pity was not significant (a1a3b1= -.004, 95% CI: -.02, .01). 
Thus, hypothesis five was not supported. Table 4 contains a list of the tested indirect effects. A 
complete list of the model’s ordinary least squares coefficients is listed in Table 5.  Figure 5 
displays an illustration of the model results.  
 
Figure 5. Coefficients Path Model for Hypothesis 5 
 
Note. * indicates a statistically significant relationship 
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Table 5. Indirect Effects Path Model Coefficients 
 
Indirect Effect Coefficient SE LLCI ULCI 
Total Effect -.05 .07 -.19 .09 
Label à Warmth à Active Facilitation -.05 .06 -.17 .06 
Label à Pity à Active Facilitation .01 .04 -.05 .09 
Label à Warmth à Pity à Active Facilitation .003 .01 -.02 .01 
Note. Relative indirect effects are unstandardized 
 
Table 6. OLS Path Model Coefficients 
  
Note. Direct effects are unstandardized 
 
Models Coefficient SE t p LLCI ULCI 
 
Warmth 
F(6,224 ) = 1.62, p = .14, !! = .04       
Constant -1.42 5.77 -.25 .81 -12.80 9.95 
Label -.20 .22 -.87 .39 -.64 .25 
Interpersonal Experience .33 .24 1.35 .18 -.15 .81 
Age -.004 .01 -.37 .71 -.02 .02 
Education .00 .03 .07 .95 -.07 .07 
Income  -.04 .10 -.46 .65 -.23 .14 
Effort -.55 .20 -2.67 .01 -.95 -.14 
 
Pity 
F(7,223 ) = 1.09, p = .37, !! = .03       
Constant 4.78 4.15 1.15 .25 -3.40 12.95 
Label .04 .16 .26 .79 -.28 .36 
Interpersonal Experience .02 .18 .09 .93 -.33 .36 
Age .00 .01 .64 .52 -.01 .02 
Education .02 .02 .70 .48 -.03 .07 
Income .01 .07 .20 .84 -.12 .15 
Effort -.18 .15 -1.20 .23 -.47 .11 
Warmth .10 .05 1.98 .05 .000 .19 
 
Active Facilitation Behaviors 
F(8,222 ) = 5.55, p < .001, !! = .17       
Constant 2.84 3.86 .74 .46 -4.76 10.44 
Label -.03 .15 -.22 .83 -.33 .26 
Interpersonal Experience -.10 .16 -.62 .54 -.42 .22 
Age .01 .01 1.15 .25 -.01 .02 
Education .02 .02 .67 .51 -.03 .06 
Income .15 .06 2.32 .02 .02 .27 
Effort -.04 .14 -.32 .75 -.32 .23 
Warmth .26 .5 4.73 .00 .15 .36 
Pity .20 .08 2.64 .01 .05 .35 
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CHAPTER IV 
Discussion 
Besides the physical ailments that accompany OUD, sufferers are also plagued with 
social stigma, viewed as being dangerous, erratic, poor decision makers, self-destructive, 
uneducated, and sneaky among other stereotypes (Corrigan, et al., 2001; Crandall & Reser, 2005; 
Nieweglowski, et al., 2017; Mushtaq, et al., 2015; Yang, et al., 2017). The alienation that results 
from this stigma can be devastating for people with opioid use disorder. The stigma of OUD is 
psychologically damaging, socially isolating (Foster, 2017), and detrimental to recovery 
(Matthews et al., 2017). Because they make it easier for people to categorize people into 
different social groups, the labels people use to describe people with OUD are thought to carry 
and reinforce the social stigma attached to the group (CSAT, 2016; Oakes, 2003). Research has 
shown that applying the label “addict” to people can make them seem more blameworthy, less 
deserving of help, and more worthy of avoidance (e.g., Corrigan et al., 2009). Saying that 
someone has an “opioid use disorder,” on the other hand, has been shown to be associated with a 
greater perception that a person needs treatment, and relatively greater perceptions that they are 
not blameworthy and more deserving of sympathy and help (e.g., Kelly et al., 2010). This study 
sought to apply the BIAS Map (Cuddy et al., 2007) to understand how these labels influence 
people’s behavioral intentions by activating different stereotypes and emotions. Specifically, this 
study argued that people labeled “addicts” would be stereotyped as being relatively low in 
warmth (because they are perceived as threatening; Nieweglowski et al., 2019) and low in 
competence (because they are perceived as unreliable; Nieweglowski et al., 2019). “Addicts” 
therefore were expected to elicit greater contempt and active harm behavioral intentions. But 
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people labeled as having a “disorder” were expected to elicit higher perceptions of warmth, 
greater perceptions of pity, and lead to greater intentions to engage in active facilitation.  
 Neither of the two predicted models were confirmed by this research. The two label 
conditions did not differentially affect perceptions of warmth, pity, contempt, active facilitation, 
or active harm. From these findings, one might be tempted to conclude that the labels “addict” 
and “disorder” do not have different effects people’s stereotypes, emotions, and discrimination. 
However, there is some reason to believe that the reason the labels did not have the predicted 
effects is because other aspects of the stimuli articles exerted a greater influence on people’s 
perceptions.  
One aspect of the article that could have exerted a greater influence on people’s 
perceptions of people with OUD is the acknowledgement that they are “people.” Unexpectedly, 
the results of this study showed that the label “opioid addict” is, perhaps, not as stigmatizing as 
other research has suggested (e.g., Corrigan et al., 2009). In fact, compared to a comparison 
condition which reflected people’s baseline perceptions, the label, “addict” appears to have 
slightly improved people’s baseline perceptions of competence, reduced feelings of contempt 
toward the group in question, and increased willingness to engage in passive facilitation. In 
hindsight, it is suspected that the reason that participants in the “addiction” label condition had 
slightly higher perceptions of competence and slightly reduced feelings of contempt is because 
the articles used person-first language (PFL). PFL is terminology that brings a focus on the 
person rather the diagnosis (Collier, 2012; CSAT, 2004). It is a way of stating that a person’s 
identity is separate from any disorder or illness they have. A disorder is something they have, not 
something that they are (NCBDDD, 2017).  
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The use of PFL became more common after the passage of the Americans With 
Disabilities Act of 1990, and over time, several major psychology and health organizations have 
supported and advocated for the adoption of PFL for the discussion of disability-related issues 
(Crocker & Smith, 2019; Granello & Gibbs, 2016 Wehmeyer, Bersani, & Gagne, 2000). For 
instance, in 2009, the campaign “Spread the Word to End the Word” and legislature by congress 
to remove non-person-first language from government documents have made strides to focus on 
PFL (Congress Public Law, 2010; Crocker & Smith, 2019). Similarly, the 7th edition of the 
American Psychological Association Publication Manual advises that person-first language 
should be used whenever possible when writing about topics such as age, disability, gender, race, 
and sexual orientation (APA, 2020). Research too, indicates that PFL is, in fact, preferable to 
non-PFL labels for reducing prejudice. Granello and Gibbs (2016) conducted experiments with 
separate samples of undergraduate students, general adults, and professional counselors to 
determine how they responded to the PFL terminology, “people with mental illness” versus “the 
mentally ill.”  They found that all three samples expressed increase levels of tolerance in the PFL 
condition.  
Notably, in both experimental conditions in the current study, the articles used PFL, 
referring to “people who have an opioid addiction,” and “people who have an opioid use 
disorder.” By emphasizing the individuality of the people discussed in the articles and detaching 
them from the stigmatizing category of “addicts,” this language appears to have increased the 
perceptions of competence and reduced feelings of contempt associated with this group. 
Presumably, the PFL made it more difficult for people to lump people into one group and 
categorize them and thereby take away some of their humanity as an individual (Oakes, 2003). 
This could explain why, compared to the comparison group, at least, participants in the “addict” 
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group had relatively more positive perceptions and behavioral intentions. Of course, this is a 
speculative explanation for the findings. An experiment designed to compare the effects of PFL 
used with opioid “addicts” and the lack of PFL would help establish whether PFL can, in fact 
negate any negative effects of a relatively negative label.  
The reason that PFL has the effect of individuating people is because it breaks up 
people’s tendencies to categorize others. According to Oakes (2003), the categorization process 
occurs when people mentally lump a person into a group of other people with shared 
characteristics. This is a cognitive short-cut that people use to make sense of other people. These 
groupings convey meanings which are not always positive (e.g., addicts are impulsive), and this 
can lead to discrimination. PFL should disrupt this categorization process by bringing people’s 
focus on the person as an individual, rather than the general characteristics that they share with a 
group category.  
As some evidence that participants in this study may have been more inclined to see 
“addicts” as individual “people” rather than simply members of a group, it is worth noting that 
many of the correlations that emerged between the variables were less consistent with intergroup 
perceptions and more consistent with interpersonal perceptions. According to Russell and Fiske 
(2008), correlations in intergroup research between warmth and competence are negatively 
correlated. That is, when people are making judgements about people who they have categorized 
as belonging to some group, the more warm they perceive the group as being, the less competent 
they are seen as being (and vice versa). As a group, for instance, older adults tend to be 
perceived as being high in warmth and low in competence. One positive perception (i.e., 
warmth) does not necessarily beget another positive perception (i.e., competence). But the same 
pattern does not tend to hold for when people’s interpersonal assessments. Consistent with the 
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halo effect (e.g., Forgas, 2011; Murphy, Jako, & Anhalt, 1993), when people make one positive 
assessment of a person, they tend to associate them with other positive characteristics. Thus, 
when asked to evaluate individuals (as opposed to groups of people), warmth and competence 
tend to be positively correlated. Notably, in the current study, there was a positive correlation 
between warmth and competence, in line with interpersonal impression formation trendancies. 
This suggests that when asked to evaluate “people with opioid addiction” or “people with opioid 
use disorder” participants were likely not thinking about them as much in terms of a general 
group category, as much as they were perceiving them as individuals—as people.   
It’s not clear why the positive effect of the PFL did not extend to participants in the 
“disorder” condition, however. It appears that even PFL may not be strong enough to overcome 
potentially negative effects of a “disorder” label. Why might the term “disorder” have been more 
immune to the positive effects of PFL? Perhaps the term disorder conjures negative associations 
such as abnormality, sickliness, weakness, powerlessness, and dependence. As a result, they may 
be seen as still lacking competence even if they are people who are suffering from a disorder. On 
the other hand, there may be something unique about the term “addict” that, although not entirely 
positive, is at least better understood by the public than “disorder.” Perhaps the PFL only 
reduced contempt towards people who are addicts instead of people with disorders because 
people are more accustomed to thinking about it as an addiction, and they are simply more 
familiar with it (Stellin, 2018). In other words, for better or worse, “addict” may be more socially 
normative label and therefore relatively less stigmatizing in certain respects.  
Of course, although on the surface it seems encouraging that PFL likely increased 
readers’ perceptions of how competent people with OUD are, it should be noted that this is not 
necessarily a positive finding in all contexts. Increased perceptions of competence might lead 
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non-users to think that people who are “opioid addicts” are in control of their situation therefore 
personally responsible for any disadvantages. This perception could lead to feelings of hostility 
and resentment. As research has shown, increased competence can be perceived as a threat 
(Boyer & Parren, 2015). The experiment conducted asked participants to read articles about 
various topics and people. Results found that increased competence was driven by the perception 
of potential danger. Applying this information to this study, participants most likely perceived 
those discussed in the “opioid addicts” condition to be a possible threat. This could explain why 
competence was increased for “people who are opioid addicts” and not “people who have an 
opioid use disorder.” When a group is perceived as dangerous, perceived competence can be 
increased because that group is thought to be a threat.  
Previous studies have parceled substance use disorders and alcohol use disorders out to 
understanding stigmatizing effects (Corrigan, et al., 2009; Kulesza, Larimer, & Rao, 2013; 
McLaughlin & Long, 1996). This is interesting because the other questions did ask about opioid 
use disorder or addiction without mentioning alcohol. Based on former literature, it was expected 
that the interpersonal experience that would yield the highest significance would have asked 
about opioid use disorder or addiction solely. Because the question about interpersonal 
experience asked about alcohol use disorder as well, it is an interesting find.  
Beyond the use of PFL, another aspect of the article that might have been more 
influential than the labels for OUD was the focus on a “treatment center.” The experimental 
articles were about a community dispute, but the heart of the community dispute was about a 
facility where people with OUD could go to get better. No aspect in the article featured a debate 
about whether people with OUD would or could get better, or whether they were willing to 
recover. Arguably, the framing of the article could have implied to readers that OUD is treatable, 
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it’s just a matter of where. McGinty, et al. (2016) argued that much of the media coverage of the 
opioid epidemic frame the opioid epidemic as a criminal activity problem, rather than a treatable 
health condition. With the fabricated article in this study simply implying that those with opioid 
use disorder or who are addicted to opioids could get better, perceptions could be improved.  
Previously, this study argued that people with a “disorder” would be perceived as more 
warm than people with “addictions,” (therefore eliciting less contempt and greater pity) because 
they were more likely to be seen as less blameworthy (Yang, et al., 2017). The article’s emphasis 
on treatment, however, might have made people with OUD seem equally less blameworthy—at 
least in the case of “addicts.” Providing some support for this possibility, Schwartz, Myers, and 
Astrachan (1974) found that negative attitudes toward people with mental illness were decreased 
when discussion of rehabilitation was introduced. Using an experiment, the researchers found 
that when the term rehabilitation was used in narratives about people with mental illness, 
people’s desire to social distance themselves from this group decreased. Similarly, Mauer (2017) 
has argued that the use of terms like “rehabilitation,” “treatment,” and “recovery” can make 
people think about how a person is taking responsibility for themselves, and lead to greater 
feelings of empathy. In this way, the topic of the article—a proposed treatment center—could 
have washed out any effects of the labels for OUD on people’s perceptions. If this interpretation 
is correct, the results of this study should be taken with some caution. Increased willingness to 
engage in passive facilitation may not accompany any article about “people with addiction.” This 
effect could simply be limited to “people with addiction” who are associated treatment to some 
extent. 
Finally, another possibility is that news stories could help make people see others as 
individuals, rather than groups, just by virtue their focus on individuals. News stories typically 
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rely on exemplars, or examples of the issues they cover (e.g., Zillmann, Gibson, Sundar, & Perkins, 
1996), and in doing so they highlight unique and individual circumstances that could make people 
focus more on individual characteristics, beyond group categories. The articles focus on a 
community wrestling with the issue of opioid use that featured the voices of individual community 
members, may have had something of a de-categorizing effect on how people think about those 
struggling with OUD. The possibility that news exemplars could have these positive effects is an 
area that deserves additional research.  
Practically speaking, this study has a few implications for our understanding of how 
journalism might influence perceptions on the opioid crisis, and it paves the way for additional 
research in this area. This research did not set out to test the effects of PFL, but nonetheless, the 
findings suggest that news reports would be wise to use it. Although, based on the findings from 
this research, it seems advisable for journalists to use PFL when covering the opioid crisis, it is 
not well understood how common it is for reporters to use this language. In fact, given the far-
reaching effects of the opioid epidemic, it is surprising how little research there is on the media 
coverage of the crisis at all. To this authors knowledge, there are currently few published studies 
examining how person-first language is used to depict opioid users in the media at large, let 
alone any studies that examine the language that is used by the news media to describe people 
with OUD (McGinty, Stone, Kennedy-Hendricks, & Barry, 2019). Although this study did not 
find that different labels for OUD in a news story had any unique effects on readers’ stereotypes, 
emotions, and behavioral intentions, it is only a single study, of a single article, comparing only 
two labels. A more extensive research program is needed that is aimed at examining the broader 
context of how these labels and other language that this study did not examine (e.g., “opioid user, 
junkie, getting clean, or opioid abuser”) are used by different media outlets, and collectively 
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affect the public stigmatization of OUD. A good first step may be to first understand how 
journalists reporting on the crisis are already currently labeling OUD, and how commonly PFL is 
being used, using content analysis methods. Furthermore, although this study focused on labels 
used in a news article, it is important to acknowledge that these labels may play a key and 
potentially different role in non-media communication as well. Future research should examine 
the perceptual effects of different labels (and PFL) used to describe people with OUD in 
healthcare contexts as well as in everyday conversations between the public.   
Although the labels in this study did not have the predicted effects on stereotypes, 
emotions, and discrimination, it is worth noting that many of the variable relationships that were 
uncovered in this research are consistent with predictions of the BIAS Map (Cuddy, et al., 2007). 
For example, as could be expected, warmth was negatively correlated with contempt and positively 
correlated with pity. Pity was also correlated with active facilitation as predicted (both the original 
measure of active facilitation and the applied measure created for this research). However, there 
were several deviations from the BIAS Map that should be noted. For one, contempt was unrelated 
to applied active harm. Respondents who felt more contemptuous towards people with OUD were 
no more or no less in favor of policies that would penalize them. Although not entirely consistent 
with the BIAS Map, this is somewhat encouraging. Despite feeling some disdain towards opioid 
users, these negative feelings were not associated with ill will.  
Yet, surprisingly, although warmth was positively associated with applied active 
facilitation, it was also positively associated with active harm. Put differently, respondents who 
had stronger feelings of affinity for people with OUD also tended to express greater support for 
policies that could help and harm them. Before dissecting this seemingly perplexing finding at 
greater length, it is important to note that although the measures of applied active harm and active 
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facilitation created for this research were positively correlated with Cuddy et al.’s (2007) original 
measures of active facilitation and active harm, they were not strongly correlated (applied active 
harm and original active harm were modestly correlated, r = .11, and applied active facilitation 
and original active facilitation were moderately correlated, r = .26). Thus, the applied measures 
created for this study are far from perfect behavioral proxies for active facilitation and active harm.  
This suggests that respondents probably did not view policies such as increase 
incarceration time for people convicted of using drugs or decreased government programming to 
benefit drug users as purely punitive. Nor did they see efforts to build treatment centers or donate 
or allocate money to keep users sober to be purely helpful. With this in mind, it seems that one 
possible reason for the perplexing finding that warmth was correlated with applied active harm as 
well as facilitation is that respondents regarded penalization as a “tough love.” Perhaps the more 
warmth participants felt towards individuals with OUD, the more they may have supported policies 
that the believed could ultimately help them, even if those policies were punishing in nature.  
If this interpretation of this correlation is correct it is somewhat discouraging because it 
suggests that punitive policies against people with opioid use disorder are for their own good. Such 
beliefs may be at best misguided and at worst damaging because it adds to the shame the person 
struggling with addiction already feels (O’Connor, Berry, Inaba, Weiss, & Morrison, 1994; Sack, 
2014). Sack (2014) argued that the idea of tearing drug users down or imposing harsher 
punishments to fix the opioid use problem, actually skirts the issues at hand. The thought that 
“tough love” or using punitive measures to make people who use opioids aware of their problems 
causes more psychological damage, focusing on addiction being a choice, rather than an illness or 
disease (Sack, 2014). By engaging in punitive punishments as a way to deal with “misbehavior,” 
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non-opioid users and supporters of punitive measures, are not helping people who use opioids stop 
the use, rather creating opportunity for further stigmatization.  
O’Connor, et al. (1994) and Zarkin, et al. (2012) stated that treatment is the most effective 
way to help opioid users understand their disorder and harsh punishments do not provide the 
rehabilitation users need, rather increase taxpayer money funneled into incarceration facilities for 
healthcare costs and incarceration costs. According to the National Association of Drug Court 
Professionals, drug courts divert opioid users from incarceration sentences, but also provide 
treatment options, assisting in the opioid users getting better for the time being as well as for the 
future (NADCP, 2019). “Pull yourself up by your bootstraps” is a colloquial phrase, often used 
that could do more damage than good. By enacting harsher punishments, thinking it is for the 
opioid users own good and will help them take control or “pull themselves up by their bootstraps” 
leads to further psychological damage and repeat drug use (NADCP, 2019; O’Connor, et al., 1994; 
Sack, 2014; Zarkin, et al., 2012). Sack (2014) argued that people who use opioids already feel 
shame and guilt for their actions, when harsher punishments are enacted or telling people who are 
addicted to opioids to just stop and correct the problem, feelings of guilt and shame are increased. 
These feelings are increased when the person who is addicted to opioids realizes they are unable 
to make this change themselves (e.g., “pull themselves up by their bootstraps”) and require help 
from treatment facilities and trained healthcare staff. This is especially problematic because 
seeking help is not seen as a way to solve the problem by one’s own volition and leads to increased 
chances of relapse and psychological damage (NADCP, 2019; Sack, 2014; Zarkin, et al., 2012). 
Of course, an important caveat to all of this research is that the relationships uncovered 
here likely only apply for individuals without direct experience with opioid use disorder. People 
who reporting having had a substance use disorder were not included in the final sample, and 
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people’s personal experience with a substance use disorder (in the form of having a close personal 
connection with someone who has had a substance use disorder) was used as a statistical control 
in this study’s analyses. But notably, this variable was related to key variables of interest. For 
instance, personal experience negatively predicted contempt towards people with OUD, 
suggesting that people who had loved ones affected by substance use disorders were able to see 
past the negative stereotypes associated with this group. This underscores the point that even if 
news articles are able to influence public perceptions of people with opioid use disorder, they are 
not as influential as people’s personal experiences.  
Limitations and Future Research 
There are several limitations with the current study, as well as opportunities for additional 
research that should be noted. One limitation of this research is its reliance on a MTurk workers. 
Although MTurk provides a convenience sample that that is more representative of the general 
population than an arguably more typical samples of undergraduate students, it is not 
representative in many ways. For instance, a large proportion of the participants had some sort of 
higher education. According to the US Census Bureau (2017), one-third of the population had an 
Associate’s degree or higher. In this study, over half of the sample had an Associate’s or 
Bachelor’s degree, with about 20% of participants having obtained a Master’s degree or higher. 
These numbers are significantly higher than the population in the United States. It is typically 
thought that those with higher education training and degrees think more critically than those 
without (Schroeder, 2019). Education was controlled for in this study’s analyses, but 
nonetheless, the way that participants in the current study responded to the stimuli articles cannot 
necessarily be generalized to the larger population. For this reason, research with a more 
representative sample would be advantageous.  
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MTurk workers have also been criticized as being professional survey takers. Many 
MTurk workers take surveys are a significant source of income and so they spend a lot of time 
taking them (Hauser, et al., 2019). This is problematic because MTurk workers could be more 
accustomed to research methods (e.g., more aware of researcher hypotheses) and therefore more 
susceptible to a response bias in which they respond in ways that do not match their true beliefs.  
Because this research employed an experimental design, with tightly controlled 
conditions where the only thing that differed between the experimental stimuli was the labels 
used, a strength of this research was its internal validity. Although there were not many 
differences between the “addict” and “disorder” condition, there can be a fairly high level of 
confidence that any differences that did emerge were due to the label used. Yet, in order to 
exercise this level of experimental control, this study did make a lot of compromises in terms of 
ecological validity. Ecological validity refers to how well the findings mimic behaviors in real 
life (Wilkes Musso, Barker, Gouvier, 2020). There are several reasons that the study might have 
seemed artificial to the participants. For one, the articles fabricated for this research were taken 
out of the context of a news website. They lacked many details that participants might be used to 
encountering, such as advertisements, social media links, links to the news organizations online 
homepage, and links to other stories. Participants were not given the freedom to interact with the 
article as they may be accustomed to when they read news online.  Also, participants were not 
even given a choice about reading the article. The articles in this study may not be the type of 
thing they ordinarily would choose to read. Participants may read and respond to opioid-related 
news very differently in a more natural environment.  Relatedly, the topic of the experimental 
articles was probably not very salient to participants. The article was set in a (fictious) 
community that was unfamiliar to participants. As such, participants were likely not very 
 52 
invested in the topic of a treatment center because they felt personally unaffected by it. The lack 
of personal involvement with the story may have adversely affected participants’ attention to the 
experimental articles, and it may have led to participants underestimating their reaction to the 
articles in their survey responses. Future research could improve on these issues by studying 
people’s impressions of real news on the opioid crisis that they have consumed as a part of their 
natural news diet.  
To make sense of the findings in this research, a handful of speculations were offered 
about how characteristics related to the experimental news articles (besides the labels) could 
have influenced reader’s perceptions. But these are, after all, just speculation at this point. All the 
suggested possibilities need to be formerly tested. For example, the results of this research 
suggest that PFL may have been responsible for the relatively positive effects of the “addict” 
label in this study. An experiment that manipulates the addition of PFL to descriptions of addicts 
could test this. Furthermore, such a study could shed light on some of the mechanisms for these 
effects. Variables such as empathy could mediate the effects of PFL on improved perceptions, 
but possibilities such as these stand to be explored further.  
This research is also limited by its use of non-validated measures for the outcome 
variables of interest. Measures of applied active harm and applied active facilitation were created 
for this study in the interest of tapping into people’s real-world behavioral intentions. However, 
because these scales are not validated there is no guarantee what they are true measures of active 
harm and active facilitation. In fact, as previously discussed, the correlations of these variables 
with other measures including those used by Cuddy et al. (2007) in the original tests of the BIAS 
Map, suggests that they are likely not the purest measures of active harm and active facilitation.          
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Finally, although this study uncovered some interesting patterns in people’s perceptions, 
it should be noted that most of the findings did not reach a threshold of traditional statistical 
significance. Thus, there is a greater probability that the relationships that were observed in this 
research were due to chance. For this reason, all the findings in this study should be discussed 
with some caution and skepticism. 
Conclusion 
 The public stigmatization of people with OUD can have devastating effects on people 
who suffer from the disorder and their chances of recovery. Although some past research has 
suggested that the labels used to describe people with OUD can act as vehicles for this stigma, 
this research was unable to replicate these findings. This research does hint at the importance of 
using PFL in order to emphasize the humanity of people who have OUD. PFL, in conjunction 
with the label “addict” appears to have made them seem slightly more competent, and reduced 
feelings of contempt felt toward this group. The results of this research underscore the 
importance of journalists and perhaps the public in general, of adopting a person-first approach 
to OUD (and perhaps any “addiction”), to encourage people to consider people as individuals 
instead lumping them into a broad social category. 
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Appendix A 
Amazon Mechanical Turk Survey Advertisement 
Opinions About a Local Social Issue 
 
Researchers at West Virginia University are conducting a research study about a social issue 
affecting a local community. If you would like to participate, you will be asked to: 
 
• Read a short online news article 
 
• Tell us your opinion about the article and the social issue by answering survey 
questions.  
 
You must be at least 18 years old to complete this study. 
 
The study takes about 15 minutes to complete. 
 
The survey is available online. 
 
There are no known benefits of participating in this research. 
IRB acknowledgement is on file for this study (protocol #2001854620). 
Select the link below to complete the survey. When you have finished the survey, please enter 
the code provided at the end of the survey in the box below to receive $1.43 payment. After it's 
confirmed that you completed at least 90% of the survey, your payment will be transferred to 
your MTurk account within 3 days.  
 
Thank you for your help! 
Kylie J. Wilson (doctoral candidate) 
(kw0059@mix.wvu.edu) 
 
Elizabeth Cohen, PhD 
(elizabeth.cohen@mail.wvu.edu) 
 
West Virginia University 
Department of Communication Studies 
PO BOX 6293 
Morgantown, WV 26505-6293 
elizabeth.cohen@mail.wvu.edu 
 
 
Survey link:  
https://wvu.qualtrics.com/jfe/form/SV_1BUBvWRehD00CVv  
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Appendix B 
Consent Information Form 
Principal Investigator (PI) | Elizabeth L. Cohen  
Department | Communication Studies 
WVU IRB Protocol # |    2001854620  
Study Title | Opinions about a Local Social Issue 
 
Why is this research being done and what is involved? 
The purpose of this study is to better understand how people form impressions of social issues and the 
people associated with those issues. If you decide to participate, you will first be asked to read an online 
article about a social issue affecting a local community. Next you will be asked to complete an online 
survey about your opinions about the issue the articles described plus some other local community 
issues. From start to finish the online study should take you approximately 15 minutes to complete. 
Do I have to participate and what are the risks?  
Risks from participation in this study include discomfort from some questions in the survey 
asking about personal experience with substance use disorder. Should you become 
uncomfortable or upset at any time, or if you simply no longer wish to continue your 
participation after you start for any reason, you may skip the questions or stop participating. 
Your participation in this research study is completely voluntary and you are free to withdraw 
from the research at any time.  
 
There are no known benefits of this research.  
   
Will I be compensated for my participation?  
You will be paid $1.43 in your Mechanical Turk account for completing at least 90% of the 
survey. The funds will be deposited within 3 days of completion. If you withdraw before 
completing 90% of the survey you will not be compensated.  
 
What will happen to my research information and data?   
Any information about you that is obtained as a result of your participation in this research will 
be kept as confidential as legally possible.  Your research records, just like hospital records, may 
be subpoenaed by court order or may be inspected by the study sponsor or federal regulatory 
authorities, including the Food and Drug Administration (FDA), without your additional consent. 
In addition, there are certain instances where the researcher is legally required to give 
information to the appropriate authorities.  These would include mandatory reporting of 
infectious diseases, mandatory reporting of information about behavior that is imminently 
dangerous to you or to others, such as suicide, child abuse, etc. 
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Your participation in this research is anonymous. The researchers will have no way to link your 
responses to your identity. In any publications that result from this research, neither your name 
nor any information from which you might be identified will be published. 
Who can I talk to if I have questions or concerns? 
If you have any questions or concerns about this research, you can contact Dr. Elizabeth L. 
Cohen, PhD at Elizabeth.Cohen@mail.wvu.edu or Kylie J. Wilson at kw0059@mix.wvu.edu 
from the Department of Communication Studies at West Virginia University. 
   
For information regarding your rights as a participant in research or to talk about the research, 
contact the WVU Office of Human Research Protection (OHRP) at (304) 293-7073 or by email 
at IRB@mail.wvu.edu.   
 
 
I willingly agree to be in the study. 
 
○ Yes    ○ No 
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Appendix C 
Stimulus Materials 
 
I. Addiction Label Condition (label manipulations are indicated with boldface) 
Smithville Residents Pack Hearing 
over Controversial Proposal to  
Open Opioid Addiction Treatment 
Center  
 
POSTED 10:32 PM, FEB 2020, BY STAFF  
  
 
Residents pack the gymnasium for hearing over proposed opioid addiction treatment center before the final vote 
from the board. 
 
Smithville. — Controversy over a proposed opioid addiction treatment center 
continued in the northwest suburbs Wednesday.  
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Concerned residents packed the Smithville High School gymnasium for the first of 
several public hearings on a proposal to bring an opioid addiction treatment center to 
the town.  
 
The opioid crisis began in the late 1990s when the medical community was not 
informed that patients could become addicted to pain relievers and healthcare 
providers began prescribing them at greater rates. Increased prescription of opioid 
medications led to widespread use of both prescription and non-prescription opioids 
before it became clear that these medications could indeed lead to addiction. 
 
According to the U.S. Department of Health and Human Services, more than 130 
people die every day from opioid addiction, resulting in more than 47,000 deaths a 
year.  
 
Many communities like Smithville are feeling the negative effects of the opioid 
epidemic intensely. The northwest suburb has seen a two-fold increase in opioid 
addiction rates in the past year.  
 
“I’ve had encounters with a lot more people who are struggling with opioid addiction 
in the last few months. Seems like they’re everywhere. And it happened so fast,” said 
Emily Miller, longtime Smithville resident and owner of a neighborhood convenience 
store. “It seems like they all got addicted overnight.” 
 
The Haymarket Center, an addiction treatment organization, stated that addicts in 
Smithville could benefit from treatment centers, clean needle exchange programs, or 
supervised injection sites. That is why the Haymarket Center is planning to build a 
facility in Smithville. The organization plans to turn a building that was formerly a 
Holiday Inn into an opioid addiction treatment center with more than 200 beds.  
 
Proponents of the plan see the facility as a good first step to helping people who are 
opioid addicts and lessening the town’s burden. “Maybe we wouldn’t feel so 
overwhelmed by the opioid crisis if we had some more help. They need a place to go. 
They need help. Giving them better access to opioid addiction treatment will improve 
everybody’s quality of life in town,” said Christopher Jones, a retired high school 
principle in attendance.  
 
However, opponents of the plan argue that locating an opioid addiction treatment 
Smithville will create more problems for the town. Speaking at the forum, Susan 
Nichols of East Smithville said that while she is “not insensitive to the need for opioid 
addiction treatment,” she doesn’t want Smithville to be the place people with 
addiction go to get it. “Opening doors to this facility will be like rolling out the welcome 
wagon for people with opioid addiction. It will encourage them to come to our town--
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a very residential community. And ultimately we will have to pay the price for their 
addiction.” 
 
Officials representing The Haymarket Center gave a presentation to demonstrate how 
similar opioid addiction treatment programs have been implemented in neighboring 
towns. By the end of the meeting, residents seemed evenly split on whether or not they 
would welcome the proposed facility.  
 
The city council will have the final say if an opioid addiction treatment center will come 
to town. A vote is scheduled for their monthly meeting on the first Tuesday of March.  
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II. Opioid Use Disorder Condition (label manipulations indicated with boldface) 
Smithville Residents Pack Hearing 
over Controversial Proposal to  
Open Opioid Use Disorder 
Treatment Center  
 
POSTED 10:32 PM, FEB 2020, BY STAFF  
  
 
Residents pack the gymnasium for hearing over proposed opioid use disorder treatment center before the final vote 
from the board. 
 
Smithville. — Controversy over a proposed opioid use disorder treatment center 
continued in the northwest suburbs Wednesday.  
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Concerned residents packed the Smithville High School gymnasium for the first of 
several public hearings on a proposal to bring an opioid use disorder treatment center 
to the town.  
 
The opioid crisis began in the late 1990s when the medical community was not 
informed that patients could develop a disorder to pain relievers and healthcare 
providers began prescribing them at greater rates. Increased prescription of opioid 
medications led to widespread use of both prescription and non-prescription opioids 
before it became clear that these medications could indeed lead to opioid use 
disorder.  
 
According to the U.S. Department of Health and Human Services, more than 130 
people die every day from opioid use disorder, resulting in more than 47,000 deaths a 
year.  
 
Many communities like Smithville are feeling the negative effects of the opioid 
epidemic intensely. The northwest suburb has seen a two-fold increase in opioid use 
disorder rates in the past year.  
 
“I’ve had encounters with a lot more people who are struggling with opioid use 
disorder in the last few months. Seems they’re everywhere. And it happened so fast,” 
said Emily Miller, longtime Smithville resident and owner of a neighborhood 
convenience store. “It seems like they all got the disorder overnight.” 
 
The Haymarket Center, an opioid use disorder treatment organization stated that 
addicts in Smithville could benefit from treatment centers, clean needle exchange 
programs, or supervised injection sites. That is why the Haymarket Center is planning 
to build a facility in Smithville. The organization plans to turn a building that was 
formerly a Holiday Inn into an opioid use disorder treatment center with more than 
200 beds.  
 
Proponents of the plan see the facility as a good first step to helping people with use 
disorder and lessening the town’s burden. “Maybe we wouldn’t feel so overwhelmed 
by the opioid crisis if we had some more help. They need a place to go. They need 
help. Giving them better access to opioid use disorder treatments will improve 
everybody’s quality of life in town,” said Christopher Jones, a retired high school 
principle in attendance.  
 
However, opponents of the plan argue that locating an opioid use disorder treatment 
Smithville will create more problems for the town. Speaking at the forum, Susan 
Nichols of East Smithville said that while she is “not insensitive to the need for opioid 
use disorder treatment,” she does want Smithville to be the place people with the 
disorder go to get it. “Opening doors to this facility will be like rolling out the welcome 
wagon for people with opioid use disorder. It will encourage them to come to our 
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town--a very residential community. And ultimately we will have to pay the price for 
their disorder.” 
 
Officials representing The Haymarket Center gave a presentation to demonstrate how 
similar opioid use disorder treatment programs have been implemented in 
neighboring towns. By the end of the meeting, residents seemed evenly split on 
whether or not they would welcome the proposed facility.  
 
The city council will have the final say if an opioid use disorder treatment center will 
come to town. A vote is scheduled for their monthly meeting on the first Tuesday of 
March.  
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 74 
III. Control Condition 
Smithville Residents Pack Hearing 
over Controversial Proposal to  
Ban Ownership of Certain Dog 
Breeds  
 
POSTED 10:32 PM, FEB 2020, BY STAFF  
  
 
Residents pack the gymnasium for hearing over proposed bill to ban pit bulls from the city limits of Smithville.  
 
Smithville. — Controversy over a proposed ban on the possession of certain breeds of 
dogs continued in the northwest suburbs Wednesday.  
 
Concerned residents packed the Smithville High School gymnasium for the first of 
several public hearings on a proposal to pass legislation that would make it illegal to 
own certain types of dogs such as pit bulls if living within the city limits.  
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An analysis by the research organization, STATISTA, shows that the Pit Bull is 
responsible for the most fatal attacks in the U.S. compared to other breeds, killing 284 
people (66 percent of total fatalities) over a 13-year period.  
 
Breed-specific legislation began popping up in towns in the early 1980s following 
several fatalities and serious injuries that were linked to certain breeds of dogs such as 
pit bulls. These high-profile cases increased the perceived need for laws governing dog 
ownership. 
 
Here in Smithville, the northwest suburb has seen a two-fold increase in reports of dog 
attacks in the past year.  
 
“We’ve seen a lot more patients presenting with dog-related injuries in the few months. 
Seems there’s at least one a week now,” said Emily Miller, longtime Smithville resident 
and a medical technician at the town’s urgent care clinic. “It’s starting to feel a little 
more like an epidemic.” 
 
United Neighbors, a community safety advocacy group stated that Smithville could 
reduce the number of dog attacks by targeting dog breeds with a reputation for 
violence. The organization has lobbied for this legislation that would allow residents to 
keep pit bulls that they already own if they obtain a permit. New pit bulls would not be 
allowed at all. 
 
Proponents of the plan see it as a necessary step to make the community safer. “There 
are places I feel uncomfortable walking in my own neighborhood because of some of 
how the dogs lunge at me form behind the fences. A pit bull ban would go a long way 
to making Smithville feel safe and welcoming again. I think I have a right to feel safe in 
my neighborhood,” said Christopher Jones, a retired high school principle in 
attendance.  
 
However, opponents of the ban argue that there is no evidence that breed-specific 
legislation is effective, and that these laws would be costly, and difficult to enforce. 
They might also not be addressing the real problem. Speaking at the forum, Susan 
Nichols of East Smithville said that while she is “not insensitive to residents’ concerns 
about safety,” she does not think a pit pull ban is the answer. “Data that claims to 
identify breeds that bite is notoriously inaccurate. But what the research does show is 
that dogs that bite are likely to have owners with violent criminal convictions. This is a 
people problem, not a dog problem. You can’t solve a people problem with a ban on 
dogs.   
 
Officials representing United Neighbors gave a presentation to demonstrate how 
similar legislation has been implemented in neighboring towns. By the end of the 
meeting, residents seemed evenly split on whether or not they would welcome the ban.  
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The city council will have the final say if the breed-specific legislation will go into effect. 
A vote is scheduled for their monthly meeting on the first Tuesday of March.  
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Appendix D 
Survey Instrumentation  
 
Thank you for agreeing to participate in this research study.  
 
The first thing we would like you to do is spend some time reading a news article about an 
issue affecting a local community. Please read the article posted below carefully. You will 
be asked questions about it later.  
 
After 45 seconds, if you have finished reading the article, you can then proceed to complete 
the survey.  
 
[Participants randomly assigned to read one of three articles] 
__________________________________________ 
 
Thank you for reading the news article. Now we would like to ask you some questions 
about the article you just read. 
 
I. Attention & Manipulation Checks 
 
First, in your own words, please tell us what the article you just read was about. 
________________________________________ 
 
 
Considering the options below, which issue best describes what the article you read was 
about: 
  Public Transportation 
  A Proposed Treatment Center 
  Electing a New Mayor 
  Banning Pit Bulls 
  None of the Above 
 
What group of people was the proposed treatment center supposed to help? 
________________________________________ 
 
II. Article Impressions (Sundar, 1999) 
 
Now, we are interested in knowing more your perceptions of the article. Please read the list 
of descriptions below and indicate how well you think they describe the article you just 
read on a scale of 1 (Not at All Descriptive) to 7 (Extremely Descriptive).  
 
Credibility 
Biased 
Fair 
Objective 
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Liking 
Boring  
Enjoyable 
Interesting 
Lively 
Pleasing 
 
Quality 
Accurate 
Believable 
Clear 
Coherent 
Comprehensive  
Concise 
Well-Written 
 
Representativeness 
Disturbing 
Important 
Relevant 
Timely 
 
III. Behavior (item order will be randomized) 
 
For this next section, please think about your own community.  
 
As a community member, please consider the policies or proposed solutions to different 
social issues mentioned below. How supportive do you think you would be of implementing 
the following ideas on a scale of 1 (Not Supportive At All) to 7 (Extremely Supportive). 
 
How likely would you be to… 
 
… support a proposition to build a treatment facility for people who use drugs in your   
     community (AF) 
… support a proposition to allocate tax dollars to support treatment programs for drug users in  
      your community (AF) 
… support a proposition creation of a needle exchange program to improve the health of drug 
users in your community (AF) 
… donate money to support treatment programs for drug users in your community (AF) 
… donate money to drug users trying to stay sober (AF) 
… volunteer time at a treatment program for drug users in your community (AF) 
… help people who use drugs in your community (AF) 
… protect people who use drugs in your community (AF) 
… support legislation that makes it harder for drug users to get jobs (AH) 
… support legislation that makes it harder for drug users to benefit from government programs    
     (AH) 
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… support legislation for increased incarceration time for crimes committed by drug users (AH) 
… support legislation for increased incarceration time for people convicted for using drugs (AH) 
… support a proposition to relocate drug users in your community to another community (AH) 
… fight people who use drugs in your community (AH) 
… attack people who use drugs in your community (AH) 
… support legislation to ban ownership of certain breeds of dogs such as pit bulls 
… support legislation requiring people to obtain permits in order to own breeds of dogs like pit  
      bulls in your community 
… volunteer time at an animal shelter in your community  
… donate money to support an animal shelter in your community 
… put speed bumps in your neighborhood  
… increase the speed limit in your neighborhood 
… increase incarceration time for animal abuse 
… relocate homeless people to another community 
… build a homeless shelter in your community 
 
 
IV. Stereotype Content Model and BIAS Map Emotions (Cuddy et al. 2007) 
 
Thank you for answering those questions. Now we are going to switch gears! 
 
For these next questions, we would like you to think about [PEOPLE WHO ARE OPIOID 
ADDICTS/PEOPLE WHO HAVE OPIOID USE DISORDER], as a group. 
 
Please think about other people’s perceptions of this group. Using the scale below, please 
indicate the extent that you are with the statements about how people in society view people 
who [are opioid addicts/have opioid use disorder] using the accompanying scale (1 = 
“Disagree Strongly” to 7 = “Agree Strongly”). 
 
People believe that… 
 
… this group is competent. 
… this group is confident. 
… this group is independent. 
… this group is competitive. 
… this group is intelligent. 
 
… this group is warm. 
… this group is tolerant. 
… this group is good natured. 
… this group is sincere. 
 
Now please think about people’s emotions toward people who [are addicted to opioids/have 
opioid use disorder] and indicate the extent that you agree with the statements below. 
 
People in society feel… 
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… contempt towards this group. 
… disgust towards this group. 
… anger towards this group.  
… this group has inferior morals. 
 
… admiration towards this group. 
… pride towards this group. 
… pity towards this group. 
… sympathy towards this group. 
… sorry for this group. 
… concerned for this group.  
 
… envy towards this group. 
… jealousy towards this group.  
 
And for the final part of this section, please indicate about how other people want to 
behave towards or treat people [who are addicted to opioids/with opioid use disorder] and 
indicate how much you agree with the following statements.  
 
People in society want to… 
 
… help this group. 
… protect this group. 
… fight this group. 
… attack this group. 
 
… cooperate with this group. 
… associate with this group. 
… exclude this group. 
… demean this group. 
 
… sorry for this group. 
… concern for this group. 
… envy towards this group. 
… jealousy towards this group. 
 
V. Perceptions of Impact  
 
For this next section, we are interests in knowing more about your personal perceptions of 
the opioid crisis and its impact.  
 
Please use the slider below to indicate, in your best estimate, what perception of people who 
have an opioid use disorder or opioid addiction in different areas [0-100%] 
 
What percentage of people in YOUR COMMUNITY have an opioid use disorder? 
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What percentage of people in THE UNITED STATES have an opioid use disorder? 
 
What percentage of people IN YOUR STATE have an opioid use disorder? 
 
For these next few items, please indicate how much you agree that you and different groups 
have been negatively affected by the opioid crisis. If you do not think there has been any 
effect, please mark 1. If you think there has been an extremely negative effect, please mark 
7 using the scale of 1 “Strongly Disagree” to 7 “Strongly Agree.” 
 
YOU personally have been negative affected by the opioid crisis. 
YOUR FRIENDS AND ACQUAINTANCES have been negatively affected by the opioid crisis. 
PEOPLE IN YOUR COMMUNITY in general have been negatively affected by the opioid 
crisis. 
PEOPLE IN YOUR STATE have been negative affected by the opioid crisis. 
PEOPLE IN YOUR COUNTRY have been negatively affected by the opioid crisis.  
 
And now, using the same scale but thinking of your own community, please indicate how 
much you agree with the following statements about how the opioid crisis may have 
negatively affected different aspects of your community. 
 
The opioid crisis has had a negative impact on your community’s economy. 
The opioid crisis has had a negative impact on the physical health of the people in your 
community. 
The opioid crisis has had a negative impact on the mental health of people in your community. 
The opioid crisis has had a negative impact on the safety of your community. 
The opioid crisis has had a negative impact on the wellbeing of children and families in your 
community.  
 
VI. Personal Experience with Substance Use 
 
Now we have some questions about your personal experience with drugs and alcohol use. 
Please remember that if you feel uncomfortable answering any of these questions you are 
free to skip them. Also, keep in mind that anything that you do report is completely 
anonymous – we will not be able to connect your identity to your answers. 
 
Has anyone close to you had an opioid addiction or opioid use disorder? 
  Yes 
  No 
 
Have you personally had an opioid use disorder or an opioid addiction? 
  Yes 
  No 
 
Has anyone close to you had a use disorder or addiction to substances besides opioids? 
  Yes 
  No 
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Have you personally had a use disorder or addiction to substances besides opioids? 
  Yes 
  No 
 
Has anyone close to you received professional treatment for drug or alcohol use disorder or 
addiction? 
  Yes 
  No 
 
Have you personally ever received professional treatment for a drug or alcohol use disorder or 
addiction? 
  Yes 
  No 
 
VII. Demographics 
 
In this section, we’d like to ask a few more questions about yourself. 
 
What is your current age (in years)? 
_____________ 
 
With which gender do you most closely identify?   
  Male 
  Female 
  Transgender Male/Trans Man/Female-to-Male (FTM) 
  Transgender Female/Trans Woman/Male-to-Female (MTF) 
  Gender Variant/Non-conforming 
  Not Listed: __________________ 
  Prefer not to answer 
With which race/ethnicity do you most closely identify? 
  White/Caucasian 
  Hispanic/Latino(a) 
  Black/African American 
  Native American/American Indian 
  East Asian/Pacific Islander 
  Middle Eastern/West Asian 
  Central Asian (e.g., Indian, Pakistani, Nepalese) 
  Other _____________ 
  Prefer not to answer 
What is your highest level of education achieved? 
  Some High School 
  High School Diploma/GED 
  Some College 
  Associate’s Degree 
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  Bachelor’s Degree 
  Master’s Degree 
  Doctoral Degree 
  Professional Degree 
  Other _____________ 
 
In what U.S. State do you currently reside? (drop down options)  
 
Do you live in the Appalachian Region? 
  Yes 
  No 
What is your yearly household income? 
  0 – 30,000 
  30,001 – 60,000 
  60,001 – 90,000 
  90,001 – 120,000 
  120,001 – 150,000 
  150,001 + 
 
VIII. Efforts 
 
Finally, we know that you are completing a lot of tasks and it's not always possible to pay 
close attention to surveys like these. 
  
Your answer to this question will NOT affect any compensation or benefits that you were 
entitled to. Please answer based on the scale 0 = No Effort At All, 4 = A Great Deal of 
Effort.  
  
In your honest opinion, how much effort did you put into paying attention to this study? 
 
Thank you so much for your time!  Your participation on this survey is invaluable and we 
are grateful for your contribution!  
  
 Please input your Mechanical Turk User ID into MTurk and the box below. It is a long 
string of letters and numbers that MTurk associates with your account. You can find it in 
the top right of your Mechanical Turk dashboard.  
 
As soon as your survey has been checked for completeness, your account will be credited 
with $1.43.  
  
Enter your MTurk User ID here (also put your ID in the MTurk box for this survey):  
______________________________ 
 
If you or someone you know is struggling with a substance use disorder and would like more 
information, please use the link HERE for access to contact information and resources. 
 
